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McKerron,? by the publication of his monograph in 1903, served to 
draw greater attention to an important and interesting subject, 
which, prior to that date, had received a somewhat scant consideration 
in obstetric text-books. Many papers had been published, but they 
were widely scattered in the literature, and it was no small task 
collecting and tabulating the 1,290 cases which formed the basis 
of his work. Opinions varied greatly as to the correct line of 
treatment, and as each individual who met with cases of ovarian 
tumour complicating pregnancy or labour was only likely to see a 
limited number, he was apt to be a law unto himself as to the 
proper method of overcoming the difficulty. In absence of definite 
guidance the general practitioner’s treatment largely depended on 
methods short of ovariotomy, such as the use of forceps, version or 
craniotomy, or he preferred to see what nature would accomplish; all 
of these being followed by results disastrous in the extreme, as 
McKerron’s tables show. 

The great value of McKerron’s book lies in its tables and the 
conclusions he was able to drawn from them. He was able, by 
actual statistics, to show us how dangerous it is to leave an ovarian 
tumour discovered during pregnancy, and how fatal to attempt to 
deliver a woman with such a new growth impacted in the pelvis until 
the obstruction has been removed. 

Questions still undetermined at the date of publication of his 
book, nearly seven years ago, were, the choice of route and most 


1. Read at a meeting of the Glasgow Obstetrical and Gynecological Society, 
December 15, 1909. 
2. McKerron. “Pregnancy, Labour and Childbed with Ovarian Tumour,” 1903, 
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suitable operation, e.g., vaginal as against abdominal ovariotomy, 
Cesarean section preliminary to removal of the tumour versus simple 
ovariotomy and delivery of the child per vias naturales, and, finally, 
the proper time for ovariotomy during the puerperium, whether to 
operate as soon as possible, or, as had usually been advised, to wait 
till the end of that period, or even till the child was weaned, 
provided urgent symptoms did not arise demanding speedy relief. 

McKerron having brought the literature down to 1903, I have 
searched for records of cases and papers published subsequent to that 
date. The list is no doubt very incomplete owing to limitations of 
our library, and in a few instances, where I could not verify 
references, I have relied on other papers. 

A larger number of cases of operation is recorded during 
pregnancy than during the puerperium and labour together. This 
would seem to point to a frequent recognition of the complication 
during pregnancy by careful inquiry and examination as to the 
cause of untoward symptoms, and consequent timely operation. 

A noteworthy fact, no doubt due to improved technique, is the 
very low rate of post operative maternal mortality in spite of the 
large number of cases with torsion, suppuration and other complica- 
tions, so that one is enabled with no uncertain voice to advocate 
ovariotomy, be it during pregnancy, labour or early in the puer- 
perium. 

There is still a want of unanimity as to whether operation should 
be postponed or not in the case of a tumour discovered during the 
last months of pregnancy owing to the great frequency of post 
operative premature labour. Others again, but these are in the 
minority, still advocate Cesarean section or give the preference to 
vaginal ovariotomy. 

The complication is comparatively rare, even with McKerron’s 
estimate of 1 in 2,500 pregnancies. Munro Kerr,! with the extensive 
material which comes under his care as surgeon both in the Western 
Infirmary and Maternity Hospital, had met with only twelve cases 
up till October, 1906, though since then he has operated on other 
five.2 His experience of 1 in 1,500 is too high an estimate, and to 
be accurate one ought to know how many cases of labour had been 
attended by those who referred the patients to hospital. The Berlin 
Frauenklinik? had 5 in 17,882 births, and the New York Lying-in 
Hospital * 9 in 42,000, which give respectively 1 in 3,566 and 
1 in 4,666. These figures, on the other hand, probably show too 


1. Kerr. Trans. Glas. Obst. and Gyn. Soc., 1906, vol. v., p. 2; Operative 
Midwifery, 1908, p. 221. 

2. Kerr. Trans. Edin. Obst. Soc., 1909, vol. xxxiv., p. 208. 

3. Hirst. Text-book of Midwifery, 1900, p. 502. 


4. Lobenstine. Bull. Lying-in Hospital of City of New York. Ref. Surg. Gyn. 
and Obst., 1908, vol. vi, p. 445. 
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low a percentage, as they do not include cases seen during pregnancy 
or after the puerperium, of which a large number come under the 
gynecologist’s care. 

On looking over our Society’s Transactions since its foundation 
in 1885 it will be noticed that the first cases mentioned are those in 
1900 by Jardine,’ and they appear in McKerron’s tables. Edgar,? 
in 1903, read a paper on the “Treatment of Cases of Labour 
obstructed by Tumours in the Pelvis,” and this was the first time 
there was a discussion on the subject. Edgar advocated reposition, 
and, failing this, forceps if the tumour be small, but if large 
craniotomy, posterior colpotomy or Cesarean section. Jardine 
agreed in the main with these views. Russell was against attempts 
at forceps delivery, had seen dangerous results from vaginal 
puncture, and, failing reposition of the tumour, considered vaginal 
or abdominal celiotomy the only rational treatment, views which 
are held to-day as being correct. Since this time five other cases 
have been brought before the Society, and these I have tabulated 
with others. The only other paper is Munro Kerr’s,! which is the 
same as the chapter in his text-book. 

As it is over six years since a discussion took place, I have 
considered it opportune to bring the records of my cases before the 
Society, and at the same time, by reference to recent literature, show 
the line of treatment most commonly advocated. Only records of 
eight cases seen within the past year and a half are given; others 
previously seen are omitted, not having been entirely under my own 
care. 


Ovartan TuMOUR WITH PREGNANCY. 
I have seen five cases, and record the following two :— 


Case 1. March 17, 1909. Mrs. A., nullipara, aged 22. Right 
ovarian cystoma, duck-egg size, in pouch of Douglas; 2nd month 
pregnancy; abdominal ovariotomy. Pregnancy undisturbed. Went 
home 16th day. 

History: Married June 1908; aborted at 3rd month, October 
1908. Became pregnant end January 1909. Heavy bearing down 
sensation in pelvis for past six weeks; attacks of pain in right ovarian 
region for past four weeks. EHzamination: Tense cystic tumour, size 
of duck’s egg, lying low in right postero-lateral quadrant of pelvis, 
projecting into pouch of Douglas, and displacing uterus to front and 
left. Uterus enlarged and has characters of a 7 to 8 weeks’ pregnancy. 
Diagnosis: Right ovarian simple cystoma with 8 weeks’ pregnancy. 
During the week she lay in bed prior to operation—she had attacks 
of severe pain in right side which suggested torsion of pedicle. 


1. Jardine. Trans. Glas. Obst. and Gyn. Soc., 1900, vol. ii, p. 192. 
2. Edgar. Ibid, 1908, vol. iv, p. 96. 
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When the tumour was palpated bimanually patient complained of 
tenderness. March 24, 1909: Laparotomy over left rectus, which 
was turned outwards. Vessels ligated with catgut on each side of 
pedicle, which was cut away and peritoneum sutured over wound in 
broad ligament. Abdomen closed in four layers. One dose of 
gr.3 morphia given hypodermically after returning patient to bed. 
Recovery uneventful and pregnancy undisturbed. Tumour was a 
small serous proliferating cystoma. No adhesions and no torsion of 
pedicle found, though the recurrent attacks of pain may have been 
due to this, 


Case 1. July 1908. Mrs. B., tertipara, aged 29. Pregnancy 
15th week with cystoma, but not diagnosed till 9th month. Operation 
advised but refused. Easy labour. 


History: Patient consulted me July 15, 1908, complaining only 
of enlargement of abdomen and feeling weak, but did not think she 
was pregnant, although menses were last seen nearly four months 
ago. No morning sickness. Examination: Mamme enlarged and 
contained colostrum. An ovoid boggy tumour occupied lower abdomen 
up to umbilicus. Uterine souffle distinct; vagina and cervix 
softened; port wine colour of vagina present. Bimanually, whole 
mass felt like six months’ pregnant uterus. Auscultated for fetal 
heart, with negative results. Told patient she was fully twenty-four 
weeks pregnant. As events proved she was barely four months 
pregnant, and what I had taken to be the fundus of the uterus 
through her thick abdominal wall must have been a cystoma lying 
centrally over that organ. Patient called again January 4, 1909, 
and said something must be wrong as her child was not born yet. 
Examination showed her abdomen had a marked projection just to 
left of umbilicus, which was easily diagnosed as due to a freely 
movable cystoma, the size of a foetal head at full term. I pushed it 
up into the left hypochondrium, advised ovariotomy and informed 
her medical attendant. Labour took place three days later and was 
easy. Puerperium was uneventful. Operation was refused. 


This second case is of interest as showing how a cystoma lying 
centrally may be overlooked, although I had made the examination 
with extra care owing to the patient’s doubt of the existence of 
pregnancy, even taking measurements. I had further experience of 
the difficulty of making a diagnosis in a case of hydramnios with 
cystoma which I saw in consultation recently. The abdomen was 
enormously distended, but two tumours could be palpated. The 
difficulty lay in deciding which was uterus and which cystoma. 

There is no evidence that the coincidence of pregnancy with 
cystoma influences the rate of tumour growth, nor do I see how it 
should, since the increased blood supply to the pregnant uterus does 
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not affect the ovaries. They may remain stationary for a longer or 
shorter period, may grow slowly or, on the other hand, develop 
rapidly, just as they do in non-gravid women. Spencer’s! list of 
41 cases bears this out. In Cases ii and vii of my series the cyst 
grew steadily as proved in the one by measurement, and in the other 
by the patient’s knowledge of her size. Dermoids may grow very 
slowly or for long remain apparently stationary as in one of Edgar’s? 
cases, where he removed an apple-sized cyst four months after the 
birth of the second child, the same tumour having been recognized 
four years previously at the birth of the first child and successfully 
dislodged from the pelvis by reposition on both occasions. In Case 
iv of my series, a fist-sized dermoid, evidently existed three years 
previously. 

Treatment. 

The fact that the tumour is small or not growing is no justification 
for advising an expectant line of treatment. Practically all 
operators are agreed that the correct treatment for unilateral or 
bilateral ovarian tumours, with or without complications, during the 
first six months of pregnancy is to have them removed as soon as 
discovered, provided there is no absolute contraindication to 
operation. Spencer,! while agreeing with this view, makes the 
following exceptions :—(a) Bilateral tumours causing no symptoms 
if the patient be childless, but if operated on part of an ovary should 
be left; (b) primary adherent malignant cysts; (c) secondary malig- 
nant cysts. 

I would make the following comments regarding these exceptions. 
Bilateral ovariotomy gives results which differ little from those 
of unilateral as regards risk of abortion, and it is better to antici- 
pate danger than wait till it arises. The earlier in pregnancy 
the operation is performed the less risk there is of abortion. Every 
operator does, or should, recognize the value of conservative surgery 
of the ovary during the reproductive period of a woman’s life. 
Malignant cysts will rarely prove a contraindication as they are most 
usually found after the child-bearing period, and if present earlier 
are likely to cause sterility. 

The majority of operators favour ovariotomy during the late as 
well as the early months of pregnancy, but a few, owing to the much 
greater risk of interrupting gestation as compared with the first five 
or six months, advocate expectant treatment till full time in order 
to ensure a viable child, e.g., Bumm,* Martin,’ and Fehling.® 
Spencer! advises waiting and watching if the tumour be small. 

Should the patient refuse or dread operation it should be pointed 
out how much she is risking both her own and her child’s life, that 

1. Spencer. Surg. Gyn. and Obst., 1909, vol. viii, p. 461. 


2. Edgar. Trans. Glas. Obst. and Gyn. Soc., 1903, vol. iv, p. 96. 
3. von Winckel. Handbuch d. Geb., 1904, Bd. ii, p. 1420. 
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the danger of operation is very much less as regards her own life 
than if expectant treatment be adopted, and that her chance of 
miscarrying is certainly no greater, indeed if the ovariotomy is 
performed in the first half of pregnancy it is even less. McKerron’s 
tables show that by expectant treatment the maternal mortality was 
10 per cent., a figure which would have been higher but for compul- 
sory operations undertaken later during labour or puerperium, With 
expectant treatment abortion occurred in 17'5 per cent., the small 
tumours being nearly as responsible as the large in producing this 
result. The operative mortality of ovariotomy between 1890 and 
1902 was 3°3 per cent., and post-operative abortion or premature 
labour occurred in 17°5 per cent. of uncomplicated cases. 


More recent data of ovariotomy show an even better result :— 


Heil,? 241 cases; maternal mortality 2'1 per cent., post-operative 
abortion 19°4 per cent. 


Graefe,4 26 cases collected since Heil’s; no deaths; 4 abortions, 
or 15°3 per cent. 


Graefe,* 215 cases operated on since 1892; maternal mortality 
‘47 per cent. 


Patton ® collected 184 cases; maternal mortality 4°3 per cent., 
due to sepsis; 25 per cent. had torsion of the pedicle, and 2°7 per cent. 
ruptured cyst. 


Flautau,® 284 cases; 17 per cent. aborted, but only 10°3 per cent. 
were directly due to operation. 


I have collected 137 cases published since 1903 showing one 
maternal death following the removal of a suppurating cyst and an 
abortion rate of 15:1 per cent., excluding five cases operated on 
during the last two months of pregnancy, all five ending 
prematurely. 

The reason of the great risk to the mother during pregnancy is 
that complications of some kind occur in a large proportion of cases 
(one-third, McKerron), the most dangerous being torsion of the 
pedicle and rupture of the cyst, these accidents occurring more 
readily if the tumour is abdominal in position. 

Dermoids, which form about 25 per cent. of ovarian tumours in 
pregnancy, are more dangerous than simple cysts, as they are 
specially liable to become pelvic in position and thus form a most 
serious obstruction to labour. They are also prone to suppurate, 
and, owing to the nature of their contents, rupture is very grave. 


3. Heil. Miinch. med. Woch., Jan., 1904. Ref. Journ. of Obst. and Gyn. of 
Brit. Emp., 1904, vol. v, p. 359. 

4. Graefe. Zeits f. Geb. u. Gyn., 1905, vol lvi, part 3; Pract. Med. Series, 1906, 
vol. v, p. 97. 

5. Patton. Surg. Gyn and Obst., 1906, vol. iii, p. 417. 

6. Flatau. Arch. f. Gyn., 1907, vol. Ixxxii, p. 452. 
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As regards choice of route for ovariotomy, I prefer the abdominal, 
for the following reasons:—(a) It is safe as posterior colpotomy ; 
(b) it is applicable to any size of tumour; (c) many of the tumours 
are adherent and can only be properly and safely dealt with from 
above; (d) cysts can be removed entire without tapping, a very great 
advantage if the contents are harmful or the tumour malignant; (e) 
the blood-vessels can be properly secured by undersuturing and the 
raw surface left after cutting away the pedicle covered in by 
peritoneum in a way impossible by the vaginal route; (/) it minimises 
disturbance of the pregnant uterus, thus diminishing the risk of 
post-operative abortion, for it has been shown that vaginal ovariotomy 
is followed by a larger percentage of interruptions of pregnancy. 

If the abdomen is opened over the left rectus, the muscle being 
turned outwards, and the wound afterwards closed in four over- 
lapping layers, there is no danger to the scar from the growing 
uterus. Through and through suturing in the middle line as a 
method of closure is dangerous and should not be done for any 
laparotomy. I have seen enormous hernie follow this method. In 
one case of the removal of a cystoma at mid-term many years ago I 
saw the operator close the abdomen in this manner, and three days 
after the sutures were removed the whole wound burst open while the 
patient was reaching for a paper. She died next day. In one of 
Jardine’s! cases the wound yielded in two places and omentum 
protruded without bad results, although the abdomen had been closed 
in three layers, but this occurred on the sixth day and could not be 
due to a growing uterus as the foetus was dead and the abdominal 
cavity actually smaller from the removal of a large dermoid. 

Tumours impacted in the pelvis in the late months of pregnancy 
should be removed by the abdomen on the same principles as apply at 
full-time labour; if they cannot be pushed or lifted out of the pelvis 
the uterus should first be brought forward out of the wound and 
protected by a warm moist towel. Only rarely, as in the presence of 
a densely adherent tumour, will it be necessary to resort to Cesarean 
section. Should the uterus be injured, simple suturing will suffice, 
but if the foetal sac be penetrated as well, hysterectomy is indicated 
and has given the best results. 

The continuous administration of morphia for two or three days 
after operation is recommended as a preventative against abortion or 
premature labour. I have little liking for opium in any form after 
laparotomy, and, while not greatly objecting to a single dose within 
the first twelve to eighteen hours, I would not care to continue it. 
What seems to me of greater importance than opium is to avoid 
mass ligaturing of the tumour pedicle, to tie separately the vessels 
on each side of the pedicle by undersuturing, to handle the uterus as 
little as possible, and to avoid cooling of the uterus and abdominal 
cavity by the protection of a large lint pad wrung out of hot saline. 


1. Jardine. Trans. Glas. Obst. and Gyn., Soc., 1903, vol. iv, p. 105. 
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As regards choice of route for ovariotomy, I prefer the abdominal, 
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are adherent and can only be properly and safely dealt with from 
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l. Jardine. Trans. Glas. Obst. and Gyn., Soc., 1908, vol. iv, p. 105. 
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OvaRIAN Tumour AND LaAsour. 


It has been seen that the risks of ovarian tumour with pregnancy 
are serious enough, but when these growths complicate labour, and 
especially when they are impacted in the pelvis, the danger to 
mother and child is very great. The various methods of treatment 
employed up to the date of McKerron’s table of cases gave a maternal 
mortality of 24°5 per cent., while nearly half the children were lost. 
This high death-rate classes the complication as amongst the most 
serious of parturition, but the past experience of others has taught 
us what rules should now be laid down to guide the general 
practitioner, on whom the onus will usually first lie, of determining 
what is the proper course to pursue. The percentage mortality of 
Cesarean section has been greatly reduced by practitioners realising 
more and more not to waste valuable time and infect their patients 
in vain endeavours to effect an impossible delivery by forceps or 
version, but to seek the aid of the obstetric surgeon before it is too 
late. Recent statistics show a similar good result in the case of 
ovarian tumours. 


I have collected 26 recent cases, including my own, which show 
the following results :— 

Reposition was tried six times, but failed in four. 

Forceps was used twice; once on the plea that the cyst was small. 
The tumour burst, but no untoward results ensued. The second 
case led to traumatic ovariotomy, with a fatal result to the mother, 
the tumour being driven through a rent in the posterior vaginal wall. 

Version was done four times, and proved difficult in all. Three 
children were lost, and one mother died, the latter an example of 
the evils of expectant treatment during pregnancy as the tumour 
had been diagnosed two months and a half previously and a waiting 
policy advocated. 

Operation was performed in eighteen cases: abdominal 
ovariotomy 7, vaginal ovariotomy 4, Cesarean section 7; one mother 
died following Cesarean section, but two hours had previously been 
spent trying to deliver with forceps before the patient was sent to 
the surgeon. All the children were saved except one, born dead, 
strangled by the funis. 

Treub,! in a paper published in 1907, gives the following table : 


Reposition 61 cases; deaths, 9 mothers, 8 children. 
Puncture 56 ,, » 16 , 10 ~ ,; 
Ovariotomy 16 __,, « © & > 


These figures speak for themselves. 


1. Treub. Zentralbl. f. Gyn., 1907, p. 1448. 
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The position of the tumour during labour influences the treat- 
ment, so it is well to consider (a) ovarian tumour abdominal in 
position; (b) ovarian tumour pelvic in position, z.e., below the 
presenting foetal part. 


OvaRIAN Tumour ABDOMINAL IN PosITION. 


I have had no personal experience of the actual conduct of 
labour complicated by an ovarian tumour abdominal in position, as 
the two cases which came under my care I placed in other hands, 
such cases being sent to the maternity from the gynecological 
ward. 

Large tumours, or even comparatively small ones, if situated low 
in the abdomen, may delay the first stage of labour by displacing 
the uterus sufficiently to prevent it acting in its proper axis, or, 
more rarely, may interfere with the engagement of the presenting 
fetal part. Over-distension of the abdomen may inhibit the use of 
the accessory powers and thus delay the second stage. Yet it is 
astonishing how easy a labour may be, even with a very large 
cystoma. The patient in case vii, related further on, with a cystoma 
containing over sixteen pints, remarked that it was the easiest of her 
nine confinements, the child having been born half an hour after the 
onset of labour pains. 

Hemorrhage during the third stage or post partum is favoured 
if adhesions between the tumour and uterus interfere with proper 
retraction. 

During the first and second stages there is the added danger 
of the cyst rupturing, as in Spencer’s! case, especially if necessary 
manipulations to aid labour are too forcible. 

During the third stage there is a special liability to torsion of 
the pedicle owing to greater facility for movement on the part of the 
cyst in the now more roomy abdomen. This possibility should be 
specially remembered in cases which are delivered naturally, as 
operation may be required immediately after labour should such an 
accident occur. 

There is no doubt that many cases escape detection during or 
immediately after labour, in many instances owing to absence of 
symptoms, as the histories of patients operated on some time later 
prove. Cases ii, iv, v, vi, and vii of my series all had easy labours, 
yet it is difficult to understand how such a large cystoma as in 
Case vii was overlooked when the abdomen was as large after parturi- 
tion as at a full-time pregnancy. 

In a case reported by Davis,? where Cesarean section was done 
for deformed pelvis, a cystoma the size of a fetal head with torsion 
of pedicle was only discovered after the operation, the presence of the 
tumour not being previously diagnosed. 

1. Spencer. Journ. of Obst. and Gyn., 1906, vol. ix, p. 180. 

2. Davis. Surg. Gyn. and Obst., 1909, vol. viii, p. 500. 
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Treatment. 

The present view is that ovariotomy during labour, for tumours 
abdominal in position, should only be undertaken if the growth 
absolutely prevents the passage of the child. If the tumour obstructs 
labour, and there is no contraindication to waiting, ovariotomy may 
be delayed till the end of the first stage, and the child delivered 
immediately after by forceps, as was done in Spencer’s case. 

In all other cases labour is left to nature, and, should occasion 
demand, is aided by dilatation of the cervix, use of forceps or manual 
delivery of the placenta. It is, however, important to add this 
warning, that during all manipulations that may be called for, great 
care should be exercised not to injure or rupture the cyst. I have 
had two recent experiences of how easily rupture may happen; once 
during a bimanual examination, and again during the cleansing of 
the abdomen preparatory to ovariotomy. The labour safely over, 
the tumour should be removed at an early date in the puerperium, 
as new dangers may arise; but should a cyst have been ruptured or 
injured, or should torsion of the pedicle occur, the sooner the 
abdomen is opened post partum the better. There have been two 
recent cases in our ward of intra-abdominal hemorrhage from 
rupture of small cysts. 


Ovar1an Tumour PEtvic 1n Position. 


As already stated, an ovarian tumour impacted in the pelvis 
presents a most formidable complication of labour. 
I had the following case last January :— 


Case 111. January 1909. Mrs. X., aged 28, primipara. Large 
dermoid, size of a fetal head, filling pelvis; first stage labour. 
Laparotomy. Uterus brought out of wound. Tumour elevated and 
removed. Abdomen closed. Child delivered by forceps. Mother 
and child well. 

History: The patient was seen at 9 p.m. in a neighbouring town. 
Labour had been in progress for several hours, and the membranes 
were ruptured but fortunately the pains had not been severe. 
External examination showed a cephalic presentation with the fetal 
head completely above the pelvic brim and projecting over the 
symphysis pubis. Per vaginam: the whole pelvis was filled by a 
hard immobile tumour, the lower end of which was only one inch and 
a half from the ostium vagine. The vagina was so narrowed and the 
cervix so high up that the os, which admitted two fingers, was 
reached with difficulty. Per rectum: a plate of bone was felt in the 
cyst wall, and a diagnosis made of dermoid. Laparotomy was 
decided on as soon as preparations could be completed. Dr. W. D. 
McFarlane assisting, the whole uterus was turned out of a sufficiently 
long incision and wrapped in a warm towel. A part of the dermoid 
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lay above, and was compressed by the sacral promontory. The 
tumour, which arose from the right ovary and had a very short 
broad pedicle, was lifted with some difficulty out of the pelvis owing 
to its size and the strong suction. Clamps being applied, the pedicle 
was cut away, and the tumour removed. The blood vessels were 
ligated on each side by catgut, the clamps removed and the wound in 
the broad ligament closed by continuous catgut suture. The uterus 
‘being replaced, the abdomen was closed in layers, continuous catgut 
for peritoneum and transversalis fascia and interrupted silkworm gut 
for muscle, sheath and skin. There was some difficulty during the 
suturing owing to the contracting uterus pressing forward, but this 
was overcome by tying the interrupted sutures as they were passed, 
the continuous suture being kept just in advance. The labour 
progressed favourably, the patient being delivered by forceps as 
soon as the os was fully dilated. Recovery was perfect the highest 
temperature recorded being 99°F., and the highest pulse-rate 84. 
The dermoid measured 53x 41}x3} inches, the 4} inch diameter 
lying in the transverse diameter of the pelvis. 


Dermoids are recognized as being more dangerous than simple 
cysts, nearly doubling the maternal mortality when compared with 
deaths due to the presence of the latter. The high death-rate of 
24°5 per cent. given by McKerron was shown to be due frequently to 
rupture of the tumour occurring spontaneously, the case being left 
to nature; or to rupture or injury following too forcible attempts at 
reposition or delivery by forceps, version or craniotomy. In several 
instances the tumour has been driven into the vagina or rectum, 
either spontaneously or as the result of forcible forceps traction, and, 
finally, if none of these happened the uterus was ruptured or the 
woman died of exhaustion undelivered. 

It is well to emphasize these causes of excessive maternal © 
mortality as awarning against bad treatment, and that this warning 
is still necessary may be noted by looking over records of cases 
published since 1903, of which the following three are examples : — 

Bué! reports a case where forceps were used in vain, but the 
tumour was driven through a rent in the posterior vaginal wall, 
and the mother died. 

Coudert? diagnosed the tumour at 53 months’ pregnancy, but pre- 
ferred to wait. Premature labour started at the 8th month. Version 
was performed, proving very difficult, and both mother and child 
died. 

Munro Kerr? did Cesarean section combined with supra-vaginal 
hysterectomy on a sextipara with an adherent ovarian fibroid in the 
pelvis, and got a living child, but the mother died. The chances of a 

1. Bué. Zent. f. Gyn., 1907, p. 516. 
2. Coudert. L’Obstétrique, 1904. Ref. Journ. of Obst. and Gyn., 1904, vol. iv, p. 57. 
3. Munro Kerr. Trans. Glas. Obst. and Gyn. Soc., 1906, vol. vi, p. 108. 
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successful operation were spoilt by the fact that before the patient 
came under his care she had been sixteen hours in labour, and of 


these, two had been vainly spent in attempting to pull the child past 
the obstruction with forceps. 


Treatment. 


It is not out of place, in the first instance, with the previous 
facts before us, to give a summary of what should not be done. 

1. Reposition is the best of all treatment as a temporary expedient 
if successful, and the first to be tried if practicable because the 
simplest; it should not be too forcible and prolonged or the cyst 
may rupture, a specially dangerous occurrence should the tumour 
be a dermoid or suppurating. 

2. Attempts to deliver by forceps, version or craniotomy are 
absolutely contraindicated until the obstruction has been removed. 
The results of these attempts have been disastrous. 

3. In no case should valuable time be lost in seeing what nature 
will do. Unaided nature killed twelve out of 35 mothers, of whom 
others died later of the effects of labour. Patton’s! statistics confirm 
this statement. 

4. There should be no delay in arriving at a decision as to the 
correct line of treatment, for the earlier in labour the obstruction is 
removed the better for mother and child. A simple method like 
reposition may be impossible at a late stage when it might have 
succeeded if tried early. A patient who requires operation has her 
chances jeopardized by the infection which much vaginal handling 
will produce. 

There are four possible methods of treatment, each of which 
has its place according to circumstances, although all are not equally 
safe, and I offer the following summary before discussing each 
method in more detail : — 

1. Reposition. Unless contraindicated this should be tried first, 
avoiding excessive force and consequent risk of rupture. It fre- 
quently fails, is by no means devoid of danger, and has been 
responsible for a much higher percentage of deaths than intra- 
partum ovariotomy. 

2. Puncture or Incision per vaginam. Where early removal of 
the obstruction is imperative and skilled help impossible to obtain 
within a reasonable time, these are the only alternatives to a practi- 
tioner who does not feel himself in a position to attempt a major 
operation. It is better than nothing, and, after all, is no more 
than the surgeon has frequently accomplished when, in attempting 
vaginal ovariotomy, the head has descended preventing him finishing 
the operation till labour is over. These methods are, of course, not 
applicable to solid tumours, which are proportionately rare. 


1 Patton. Surg. Gyn. and Obst., 1906, vol. iii, p. 414. 
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3. Ovariotomy. This has given the best results, and is therefore 
the best treatment where reposition fails. The vaginal route should 
only be chosen if the tumour is cystic, free from adhesions and has 
a long pedicle which can be easily and securely controlled. These 
necessary factors to success are difficult to determine, therefore the 
abdominal route is better, being suitable for all cases. If required 
the uterus can be turned out of the wound in order to reach the 
tumour. Preliminary Cesarean section is not justified merely to 
avoid a long incision, and is much more dangerous if repeated 
vaginal manipulations are a possible cause of infection. 

4. Cesarean Section. This is rarely called for, and should be 
reserved for those cases where ovariotomy is impossible without it, 
owing to the tumour being too firmly impacted, densely adherent, or 


intraligamentous. It is the only alternative for an inoperable 
tumour. 


Reposition, 

This should be tried as soon as the presence of the tumour is 
diagnosed, provided it is not too large and examination indicates 
its feasibility, but too much force must be avoided as a cystoma 
may rupture leading to fatal results. The patient should be deeply 
anesthetised and placed in the genu-pectoral or semi-prone positions. 
In the latter position an assistant can render valuable help by 
pulling up the uterus with both hands placed over the lower uterine 
segment. The whole hand must be passed into the vagina and 
continuous steady pressure exerted. If this is ineffective an attempt 
should be made per rectum. It has been recommended that if first 
attempts fail you should wait till the membranes rupture and try 
again. This seems to me a waste of precious time, and if there be | 
any advantage in getting more room by the loss of the liquor amnii 
reducing the size of the uterus I am of opinion that it would be 
better to puncture the membranes at once, promote escape of amniotic 
fluid, and then make a final attempt. 

If reposition be still unsuccessful, and this has frequently been 
the case, repeated and prolonged attempts should not be made. 
If the tumour be large and firmly impacted, like the dermoid in 
Case iii, reposition should not be attempted. It is also contra- 
indicated if, through prolonged labour, all the liquor amnii has 
drained away and the lower uterine segment is unduly thinned. 
Puncture or Incision. 

Although ovariotomy is the ideal operation when reposition fails, 
it requires a skilled surgeon; so an alternative measure must be 
offered to the practitioner, and this he has in puncture or incision. 
If the tumour is a simple cyst with fluid contents it may be punctured 
per vaginam, under the strictest antiseptic and aseptic precautions. 
Should the cyst contents prove too thick to run through the cannula, 
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or should the tumour be a dermoid, it must be incised and the 
contents evacuated as thoroughly as possible to reduce the risk of 
infection. The patient being placed in the lithotomy position and 
thorough disinfection ensured, the vagina is exposed by specula and 
a two inch incision made through the posterior vaginal wall. The 
cyst is freely incised, its contents cleared out, the cavity loosely 
packed with sterile gauze and the labour ended as indicated. I need 
not point out the very great danger of infecting both peritoneum 
and uterus should the cyst contents be purulent. 

In any case, puncture or incision must be regarded as purely 
temporary expedients to be followed by ovariotomy not later than the 
second day of the puerperium, as the danger of sepsis cannot be 
eliminated notwithstanding careful asepsis. The inability to 
evacuate thoroughly the tumour together with the damage to the 
tissues from crushing, especially favours the rapid development of 
germs. 


Ovariotomy per Vaginam. 

The conditions essential for a successful vaginal ovariotomy have 
already been stated, but who can, with any attempt at accuracy, 
foretell these conditions? What operator has not encountered 
adhesions of an extent and density previously not expected? In 
Case viii, recorded further on, the cyst, although simple, was so 
densely adherent, that vaginal ovariotomy would have been impos- 
sible at a full-time labour. 

The operation has been enthusiastically recommended to the 
isolated general practitioner on the ground of its simplicity and 
on the fact that it is only the completion of incision and drainage. 
That may be so, but it is the final step of securing the pedicle that 
makes vaginal ovariotomy during labour difficult even to the skilled 
gynecologist. 

The two following recent cases sufficiently exemplify what may 
happen, and the first of these shows what frequently takes place, 
making the completion of the operation impossible till after labour. 

Sanes,’ after tapping the cyst, could not proceed as the head 
came down. He could only manage to transfix the cyst wall with a 
ligature, which he tied, placing another above it. To the ligature 
gauze was attached and used to pack the pouch of Douglas, after 
pushing back the cyst. When delivery was completed the gauze 
and ligature were pulled down, the pedicle tied off, the cyst wall 
removed, the vaginal incision closed and the patient put to bed 
in the Fowler position. 

Sitzenfrey ? reports that the head came down after tapping the 
cyst, and the field of operation was deluged with foul liquor amnii. 

1. Sanes. Amer. Journ. of Obst., 1908, vol. lvii, p. 196. 


2. Sitzenfrey. Prag. Med. Woch., Oct. 31 1907. Ref. Pract. Med. Series, 1908. 
vol. v, p. 146. 
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The woman was infected, but recovered. He holds that the beginning 
sepsis was an indication for the vaginal route. I differ from this 
view, as he reached the peritoneal cavity through a septic field, 
whereas laparotomy would have given him an aseptic route. As it 
was, the patient became infected. 

Are we to recommend this operation to the general practitioner, 
many of whom have never seen a vaginal ovariotomy, on the ground 
of its simplicity, when the above difficulties have so frequently 
occurred? Vaginal ovariotomy should not be attempted by anyone 
who is not prepared to open the abdomen if required. It may be 
impossible to complete the operation satisfactorily per vaginam or, 
as happened in Rausch’s! case, the pedicle may slip back into the 
abdomen before it is secured, requiring an immediate laparotomy. 

In a case reported by Riemann? the pedicle was too short to 
be reached, so a portion of the sac was ligated and pushed back. This 
was not removed later, which seems an unsurgical procedure, a 
considerable portion of the cyst being left to grow again. 
Ovariotomy per Abdomen. 

This I regard as the better route, since you are working in a clean 
field. Other reasons I have already stated when favouring abdominal 
ovariotomy during pregnancy. It is no disadvantage having to make 
a long incision to bring the uterus forward out of the abdomen, this 
being frequently done for large fibroids and large ovarian cysts 
which it is not advisable to reduce by tapping. 

It is not justifiable to open the uterus merely to avoid a long 
abdominal incision, moreover the maternal risk is very great if 
Cesarean section is carried out on a patient who has been subjected 
to frequent vaginal examinations, not to speak of prolonged attempts 
at reposition or the use of forceps. 

Hysterotomy may, of course, be imperative, as in Bland Sutton’s 
case, where the tumour was so firmly impacted and so filled the pelvis 
that he could not raise it. 

There have been recorded difficulties by Spith* and Spencer, 
who could only replace the uterus after delivering the child with 
forceps. Jardine,® in a case reported in 1905, after returning the 
uterus, clamped the abdominal wound, and not till after his assistant 
had delivered by forceps did he suture. Why he adopted this 
procedure his paper fails to mention. 

One argument used by those who advise preliminary Caesarean 
section is that the strain of the uterine retraction may cause the 
ligatures to slip. Thus Davis,® in reporting a case, says that it 

1. Rausch. Ref. v. Winckel’s Hand. d. Geb., 1904, Bd. ii, p. 507. 

. Riemann. Arch. f. Gyn., 1907, vol. lxxxiii, p. 721. 
. Spith. Ref. v. Winckel’s Hand. d. Geb., 1904, Bd. ii, p. 513. 
. Spencer. Lond. Obst. Soc. Trans., 1898, vol. xlv, p. 14. 


. Jardine. Trans. Glas. Obst. and Gyn. Soc., 1905, vol. v, p. 78. 
. Davis. Surg. Gyn. and Obst., 1907, vol. v, p. 695. 
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should be done first, as it is impossible to deal properly with the 
pedicle while the uterus contains the child. The answer to that is, 
the pedicle can be properly dealt with if the uterus is outside the 
abdomen and if instead of depending on mass ligature of the pedicle 
the vessels are secured on each side by undersuturing. As a matter 
of fact I adopt this plan in all ovariotomies, cutting the pedicle 
entirely away and closing the wound by a running suture of catgut. 

In Case i1i the pedicle was too short and broad for mass ligature; 
there was also some trouble in keeping the uterus in the abdomen 


owing to its contractions, but how the difficulty was overcome has 
already been mentioned. 


Cesarean Section. 


This is the last resort, and should be limited to the class of cases 
already referred to in the summary. 


OvaRIAN TUMOUR DURING THE PUERPERIUM. 


I have operated on the five following cases during the past seven- 
teen months :— 


CasEtv. August 5, 1908. Mrs. B., quartipara, aged 28. Symp- 
toms began in the 2nd week of the puerperium. Operation 3 months 
post partum. Suppurating right ovarian dermoid, fist-size, and 
densely adherent. Laparotomy. Uneventful recovery. 

History: Fourth child 3 months ago. Two weeks later sudden 
severe pain in the right ovarian region; sent to a general surgical 
ward; douched and tamponed for 5 weeks, then dismissed. Two 
weeks later admitted as an urgent case to the gynecological ward. 
Examination: Uterus pushed to left and front by a fist-sized cystic 
tumour, evidently adherent and very tender on palpation. Laparo- 
tomy August 7, 1908. Dermoid densely adherent to bowel and 
omentum; an adhesion to one loop of bowel was so dense that the 
tumour was first removed and lifted out on to the abdomen along 
with the intestine and packed round with gauze. In separating 
adhesions by careful dissection the cyst was wounded and stinking 
pus escaped. Bowel was washed and sutured. Abdomen closed in 


four layers. Patient made a perfect recovery, and left hospital on 
17th day. 


This dermoid had evidently been present over three years 
previously, as at that time, corresponding to the 4th month after the 
birth of the third child, she had an acute attack of pain in the same 
region of the right side, similar to the present attack, and ever since 
the pain had continued more or less, with occasional acute exacer- 
bations, confining her to bed. 


Case v. Sept. 16, 1908. Mrs. K., primipara, aged 30. Symp- 
toms began on the 3rd day of the puerperium. Operation 4 months 





Marshall: Ovarian Tumour and Pregnancy, &c. 97 


post partum. Left ovarian cystoma, adult head size, universally 
adherent; torsion of pedicle and of uterus as well. Hemorrhage into 
tumour. Laparotomy. Recovery uneventful. 

History: Confined by a midwife, May 19, 1908. On the third 
day of the puerperium she had sudden pain in the left side of 
abdomen. From that time pain continued, and she had frequently 
to stay in bed. Seen by doctor for first time on the day before 
admission, and sent to Ward 30 as an urgent case. Hamination: 
Dull to percussion over lower abdomen as high as umbilicus, but, 
owing to excessive tenderness, an anesthetic was necessary for 
further examination. A large cystic tumour filled the lower abdomen 
as high as the umbilicus and caused very marked protuberance of the 
abdomen. Uterus lay sinistroverted, and as an ovary was palpable 
below the fundus on the left side of the pelvis a diagnosis of right- 
sided cystoma, with torsion of pedicle and peritonitis, was made. 
Laparotomy Sept. 21, 1908. The cystoma was universally adherent 
to abdominal wall, omentum and bowel. It arose from the left 
ovary, and had 3 twists or 14 complete turns from left to right. The 
uterus was twisted on its cervix a complete half-turn from left to 
right, so that the ovary previously palpated in the left side of the 
pelvis was the right. The cystoma had a dark purple colour due 
to torsion and hemorrhage, and its removal was difficult owing to 
the extent and density of adhesions. Abdomen was closed in four 
layers without drainage. Recovery was uneventful, and the patient 
went home on the 18th day. 


The next case is interesting owing to the multiplicity of conditions 
found at the operation. 


Case vi. December 25, 1908. Mrs. G., septipara, aged 33. 
Symptoms date from labour. Operation 4 months post partum. 
Fist-sized dermoid of left ovary, hen’s egg-sized cystoma of right 
ovary, early left tubal pregnancy, small hematocele. Retroflexion of 
uterus. Laparotomy. Recovery uneventful. 

History: Seventh child born 4 months ago. Ever since labour, 
continuous pain present in the left ovarian region, which has lately 
become worse. Continuous hemorrhage for 5 weeks post partum, 
then bleeding ceased for 3 weeks, only to return and continue 
irregularly up till admission to hospital. Frequent attacks of colicy 
pain in lower abdomen associated with passing of clots. Ezamina- 
tion: Uterus retroflexed. Fist-sized, hard, cystic tumour on left 
side; hen’s egg-sized cyst on right side, very tender to palpation. 
Laparotomy Dec. 28, 1908. Left ovary formed a dermoid, fist-size. 
Right ovary hen’s egg-sized multilocular cystoma with gelatinous 
contents. In addition there was a small mole, the size of a filbert 
nut, in the middle of the left tube. There was a small hematocele, 
equal to about an ounce of blood-clot, near the fimbrated end of the 
left tube, from which blood had escaped. No adhesions and no 
torsion. Both adnexa and hematocele were removed and a round 
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ligament suspension of uterus performed. Abdomen closed in four 


layers. Recovery uneventful, and the patient went home on the 
15th day. 


Case vir. Nov. 15, 1909. Mrs. R., ix-para, aged 30. Symptoms, 
due to great abdominal distension, date from last pregnancy. Tapped 
3 months post partum; pain ever since. Operation 5} months post 
partum. Left multilocular cystoma filling whole abdomen. Universally 
adherent to anterior abdominal wall and omentum due to tapping. 
Laparotomy. Recovery uneventful. 

History: Three months after the birth of her 8th child, born May, 
1907, she noted distension of abdomen, which slowly increased. 
She became pregnant in October 1908, and for the last 3 weeks of 
this pregnancy she was so enormously distended she could not rise 
from bed, and could take very little nourishment at a time, as “she 
seemed to have no room.” Her neighbours suggested triplets to 
account for her size. Labour started July 4, 1909, and the child 
was born in half an hour from the onset of her pains. She stated 
that it was the easiest of all her confinements, but that after labour 
her abdomen remained larger than at a full-time pregnancy. No 
tumour was noticed by her doctor. She consulted another doctor in 
the beginning of October 1909, who told her she was 44 inches round 
the waist. He tapped her and repeated it a few days later. From 
this date she had constant abdominal pain and the cystoma rapidly 
filled again. Hzamination: Abdomen greatly distended by a lax 
cystoma. Measures 39 in. round at umbilicus and 19 in. from pubes 
to sternum. Distension is less than before tapping, showing that 
cyst has not quite refilled. Whole abdomen dull to percussion 
except in right flank posteriorly. Uterus pushed downwards, 
forwards and to left. Laparotomy Nov. 24, 1909. Cyst considerably 
adherent over whole abdomen in front, but easily separated. Very 
densely and widely adherent to omentum, which had to be ligated 
and cut away in several places. Main cyst lax; tapped and 280 
ounces of fluid withdrawn before delivering tumour. Pedicle very 
broad and ovarian vessels very large. Abdomen closed in four 
layers. 330 ounces of fluid were collected from tumour, not counting 


several ounces lost. Recovery was uneventful, and patient went 
home on 16th day. 


This is an example of the evils of tapping, a procedure which 
cannot be too strongly condemned. There is no excuse for tapping a 
cystoma, unless it is done under an erroneous diagnosis of ascites, 
and it causes such widespread adhesions that subsequent operation is 
rendered much more difficult. The adhesions were so numerous in 
the upper part of the abdomen that a much longer incision was 
required than would otherwise have been necessary. 


Case vit. Nov. 16, 1909. Mrs. x., secundipara, age 28. Symp- 
toms began 4 months post abortum. Operation 7 months post 
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abortum. Small right cystoma universally adherent in pelvis. Left 
pyosalpinx. Laparotomy. Recovery uneventful. 

History: Last child 5 years ago. Aborted 4th month, April 1909. 
During this pregnancy she had persistent vomiting till relieved by 
abortion. Menses profuse from this time, lasting 7 days instead of 
usual 3 or 4. Four months post abortum sudden onset of pain in the 
left ovarian region, which has continued since, and menses became 
prolonged to 8 and 9 days. Frequent urination, but no dysuria. 
Examination: Fixed cystic tumour low down on the right side of 
the pelvis, displacing uterus to front and left. In left side adnexa 
very tender, tube thickened, ovary enlarged and adherent low down 
in pelvis. Laparotomy Nov. 26, 1909. Right cystoma, measuring 
23 x2} inches, universally adherent. Right tube was as thick as 
the little finger, due to hydrosalpinx, the fimbrated end being 
occluded and adherent to cyst. Left tube was as thick as the fore- 
finger, and contained thin pus, a little of which escaped while 
separating adhesions of tube to rectum. Left ovary enlarged with 
small cystic degeneration, and measured 1? x 1} inches. Left adnexa 
densely adherent. Many recent adhesions all over the pelvis. 
Bladder adherent to uterus and broad ligaments by numerous band- 
like adhesions. Both adnexa removed and abdomen closed in layers. 
Recovery was uneventful, and patient went home on 15th day. 

It is difficult to prove that the cystoma caused the abortion, 
although it was doubtless present at that time. Both it and the 


pyosalpinx were only discovered when I was asked to see the patient 
owing to the persistent pain and menorrhagia. 


The histories of these cases bear out the fact that the puerperium 
is especially favourable to the production of various serious complica- 
tions. I have examined the histories of 19 recent cases, and found 
the following complications recorded in 11 of them. All were 
operated on, and all recovered :—Adhesions, 5; torsion of pedicle, 6; 
suppuration, 3; gangrenous, 1; rupture, 1; hemorrhage into cyst, 1. 
Seven were dermoids, two of which had suppurated, one had ruptured 
and one was adherent. 

Patton,! in a paper published in 1906, tabulated 95 cases treated 
expectantly, and found that the following complications occurred 
during the puerperium :— 


Rupture during or after labour... ... ... ... ... 10 
Torsion of pedicle... ... i i 42° 
Torsion and hemorrhage ducing or after labour’. we 
Suppuration ie Sa aes Sa Se ae a ae 
S 2ccs. tsk Se ea, ad a a ee ee 


Half the cases, therefore, showed serious complications, confirming 
McKerron’s statistics, and of those not operated on 21 died. 


1. Patton. Surg. Gyn. and Obst., 1906, vol. iii, p. 414. 
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Abdominal pain and distension occurring during the puerperium, 
especially on the 3rd day, as in Case v, might easily cause a 
responsible ovarian tumour to be overlooked, the symptoms being 
ascribed to puerperal sepsis and peritonitis. This is evidently what 
happened in Case iv, when the patient was treated for five weeks in a 
general surgical ward, but the delayed onset of any symptoms, and 
those sudden and acute, till two weeks after labour, would have 
suggested to a gynecologist the possibility of an ovarian tumour, 


since puerperal sepsis rarely manifests itself for the first time at such 
a late date as fourteen days post partum. 


Treatment. 


With the clinical facts before us that serious complications 
dangerous to life occur in at least half the cases, in many of them 
early in the puerperium, or even immediately after labour, and that 
expectant treatment has been responsible for many deaths, there is 
no doubt that early operation is indicated as soon as the tumour is 
diagnosed. If it was recognized at labour, as in the case of tumours 
abdominal in position, or in those instances where reposition of a 
tumour pelvic in position has been effected, then ovariotomy should 
be performed in the first week of the puerperium, even if no urgent 
symptoms arise. 

If the tumour was punctured or incised per vaginam as a 
temporary measure for removing the obstruction it should be removed 
not later than the second day of the puerperium. 


Urgent symptoms, as from torsion, demand immediate operation 
as soon as they arise. 

It is unsound advice to recommend or sanction the patient to 
wait till her child is weaned. 'The general view held prior to 1900, 
that ovarian tumours which do not disturb the puerperium should 
be treated expectantly, is no longer tenable. 

If the patient absolutely refuses operation the responsibility is 
hers, but at the same time the great danger of delay should be clearly 
stated to her, and she should be informed that the risk and difficulty 
of an operation are greatly increased if it has to be done when urgent 
symptoms arise. 

There should be no hesitation in urgently recommending opera- 
tion, having regard to the great success of ovariotomy in recent 
years. Even with such complications as were mentioned above, case 
after case recorded shows recovery of the patient. 


The concluding words of McKerron’s monograph can be repeated 
with even greater emphasis to-day: “All the available evidence 
points to the advisability of early operation.” 
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The Histological Changes associated with an Early 
Abortion, with Special Reference to the Vessels 
of the Decidua.* 


By B. P. Watson, M.D., F.R.C.S.E., 
Gynecological Tutor, University of Edinburgh; Gynecologist to 
the Cowgate Dispensary; 
AND 
Henry Wane, M.D., F.R.C.S.E., 
Assistant Surgeon, Royal Infirmary, Edinburgh; Lecturer on 
Surgery, Surgeon’s Hall, Edinburgh. 
Tue specimen which forms the subject of the present communication 
was obtained from a patient who has had a series of abortions 
following rapidly on each other. We were fortunate in obtaining it 
in a fairly good state of preservation, and as the pregnancy had not 
advanced beyond the third week, as judged by the condition of the 
embryo, it has the anatomical interest which is still attached to any 
human ovum of that early period, in addition to the more strictly 
obstetrical one, in tracing, if possible, the cause of the abortion and 
presumably of those which preceded and followed it. 
The patient is a woman of 28 years of age who has been married 
for eight years. Her obstetrical history is as follows : — 
Ist Pregnancy. Went to full time and a healthy boy was born 
in September, 1902, and is still alive. 
2nd Pregnancy. Also went to full time, a boy being born in 
September, 1904, who only lived for nine days. Cause of death 
unknown. 
3rd Pregnancy. Abortion at 44 months—September, 1905. She 
bled continuously for six weeks prior to the abortion. . 
4th Pregnancy. Abortion at 2} months in March, 1906. Bled 
for three weeks before the ovum was expelled. 
dth Pregnancy. Abortion probably about 2} months September, 
1906. Was bleeding the whole time and did not know she was 
pregnant. 
6th Pregnancy. Abortion at 2} months—April, 1907. Also 
preceded by hemorrhage. 
7th Pregnancy. In December, 1907, the patient had gone beyond 
her usual menstrual time by ten days and then began to bleed 
slightly. On the supposition that she was pregnant she was 
instructed to keep carefully anything that came away, and next day 
she brought to us a piece of tissue—a complete decidual cast of the 
uterus on one wail of which was visible, as a small pea-like elevation, 
the ovum. That ovum is the one we are about to demonstrate. 
8th Pregnancy. Abortion at 4th month—October, 1908. Two 
weeks hemorrhage preceded the abortion. 


* Read before Edinburgh Obstetrical Society, December 1909. 
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9th Pregnancy. Six weeks abortion, April, 1909, preceded by 
hemorrhage. 

It will thus be seen that this woman has had two full time 
children followed by seven abortions, varying in time from a few 
weeks up to four and a half months. In the history of these 
abortions there is a singular uniformity as regards the occurrence of 
hemorrhage, which preceded them all for a considerable time, and 
in her second pregnancy, which went to full time, there is an 
unusual history of continuous hemorrhage and occasional floodings 
from the third month onwards, but none at the time of labour. Such 
a history points to some abnormal condition of the decidua and 
when taken in conjunction with the histological findings in it and 
in the resting uterine mucosa is very significant. 

The patient was seen by us for the first time after the second 
abortion, and during the fifth and sixth pregnancies she was treated 
with potassium iodide (10 grs.) thrice daily. As that failed to prevent 
the abortions the uterus was curetted in May, 1907. In the seventh 
pregnancy she had taken potassium iodide for two days before the 
passage of the ovum. In the eighth she had potassium iodide and 
perchloride of mercury from the sixth week up to the time of the 
abortion at the fourth month, and in the ninth pregnancy had taken 
the same drugs for three weeks before the abortion occurred. The 
mercury was given on the supposition that syphilis might be the 
cause of the abortions, for although there is no direct evidence of 
syphilis it cannot absolutely be excluded, and the vascular changes 
about to be described might be regarded as of syphilitic origin. 

Menstruation for the past three years has been excessive. 

Naked Eye Appearances of Specimen. The uterine decidual cast 
is a piece of membrane triangular in shape, measuring 3°9 cm. along 
the base and 4°5 cm. along each wall. Its external surface is shaggy 
in appearance while on opening the sac the internal surface presents 
a more or less smooth surface, slightly pitted and thrown into 
smooth elevations (figs. 1 and 2). Towards the apex of the cast, 
corresponding to the position of the os internum, is a small pea-like 
elevation, smooth on the surface and surrounded by a ridge of the 
mucosa rather bigger than the other ridges present. This pea-like 
body represents the ovum covered with decidua and measures 0°8 cm. 
in diameter. 

Microscopic Examination. The specimen was hardened in 
formalin and embedded in paraffin, and a series of 1800 serial sections 
were made through the ovum and the adjacent parts of the decidua. 
In the sectioning we were fortunate in cutting the embryo almost 
transversely and the result has been that the sections show the 
relations of the different parts of the embryo and its membranes with 
almost diagrammatic clearness (fig. 3). It is not intended in the 
present communication to enter into a detailed description of the 
embryology which must be reserved for another paper, but to confine 
ourselves to a consideration of the appearances met with in the 
decidua. 
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XK In fig. 3 the relation of the different parts will be seen. The 
chorionic membrane with its villi is everywhere surrounded by 
decidua, the capsularis being relatively thin. The decidua basalis 
and vera are shaggy on their under aspect as the result of separation 
from the underlying uterine wall. In both these areas the 
distinction between the compact and spongy layers is evident and 
separation has taken place through the latter. In the immediate 
neighbourhood of the ovum the decidual reaction is more marked 
than in the more remote parts of the decidua vera, but even in the 
former situation the decidual cells fail to form the dense cellular 
layer usually met with, the cells being separated from each other 
by intercellular substance, granular in appearance, and by smaller 
round cells. In the decidua vera and in the deeper spongy layer of 
the basalis the cells are only slightly enlarged and are in places 
widely separated from each other (fig. 5). The most striking changes, 
however, are in the vessels of the decidua. In the spongy layer all 
the vessels show thickening of their coats, and in some this has 
proceeded to such an extent as to cause obliteration of the lumen. 
A low power view of the spongy layer of the decidua basalis shows 
the change in these vessels very well (figs. 6 and 7). It will there be 
seen that all the vessels have markedly thickened walls, and on 
examination under a high power (fig. 8) the thickening is found to 
be due partly to a deposit of fibrous tissue round the lumen and 
partly to a proliferation of the endothelial coat. In fig. 5 is shown 
a vessel which has become completely thrombosed and a necrosis of 
the tissue of the decidual lobule supplied by it has occurred. 

In association with these vascular changes in the decidua it is 
interesting to consider the histology of the mucosa of this patient’s 
uterus removed by the curette during a resting period. This 
curetting was performed seven months prior to the expulsion of the 
present ovum. The specimen shows a certain amount of glandular 
proliferation and dilatation, but the striking feature of the sections 
is the presence of a great deal of blood extravasation in the stroma 
and the thickening of the vessels. Figs. 9 and 10 show the low and 
high power views respectively of some of these vessels and it will be 
noted that there is, compared with the normal vessels of the endo- 
metrium, a marked degree of thickening in their coats, especially in 
the outer. The appearances in the vessels are in fact the same in 
character although not so marked in degree as those in the deeper 
layers of the decidua. 


Relation of the Vascular Changes to the Occurrence of Abortion. 
These vessel changes are undoubtedly of great pathological im- 
portance and are in themselves sufficient to account for the repeated 
abortions. The cause of the thickening it is not possible to 
absolutely determine, but the possibilities may be limited to two: 
Ist, that it is due to syphilis; 2nd, that it is a sclerosis similar in 
characted to that occurring later in life due either to premature 
senility or to some local toxic absorption. Of these two the first 
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seems the more likely in this case, but nothing more definite can be 
said. 

In looking for a cause for the abortions we have these definite ~ 
facts in this case to go on, viz.: that the separation has occurred 
through the spongy layer of the decidua, and that this line of 
cleavage is throughout the greater part clean cut; that at certain 
areas the tips of the interglandular bridges which have been torn 
through consist of necrotic tissue (fig. 5), and further, in all cases 
it can be observed that the blood-vessels supplying these necrotic 
bridges show a marked pathological change. In some, actual 
thrombosis is present, in others their lumen is narrowed by an active 
proliferation of the endothelial lining, and fibrous tissue cells 
surround the walls. Round these vessels and in the areas supplied 
by them there is an excess of extravasted blood. 

These appearances, the presence of which cannot be gainsaid, are 
such as would be considered the manifestation of a physiological 
process if observed in a full time placenta, but present at this early 
stage must be regarded as pathological. 

The explanation we would offer as accounting for the separation 
in this case is that it has resulted mainly from necrosis of certain of 
the interglandular bridges owing to the interference with the blood 
supply to them caused by the vascular changes, with, in addition, 
the mechanical effect of the extravasted blood. We are thus led 
to the conclusion that in this particular case the abortion is due to 
decidual disease affecting the vessels, and is not to be accounted for 
by the previous death of the ovum. 

The pathological importance of the vessel changes met with in 
the endometrium has of late years been recognized, and we would 
submit that as in this case other cases of repeated abortion may be 
accounted for by such vascular degeneration. 


DESCRIPTION OF FIGURES. 


a 


Fic. 1. Outer aspect of decidual cast, unopened, as expelled from uterus. 
(Natural size.) 


Fic. 2. Decidual cast laid open, showing inner surface thrown into folds and 
at lower pole a rounded swelling, the ovum. (Natural size.) 


Fic. 3. Section through the ovum and decidua. The chorionic vesicle is everywhere 
surrounded by decidua. Inside it the embryo is seen cut in transverse section, with 


the amnion covering the dorsal aspect and with the yolk sac springing from its 
ventral aspect. x7. 


Fic. 4. Higher power view of embryo, amnion and yolk sac,as seen in Fig.3. In 
the embryo, note the normal canal, muscle plates, dorsal aorta, Wolffian ducts, neck of 
yolk sac with gut in transverse section, extreme vascularity of yolk sac and the 
great vascularity of the mesoderm connecting the embryo to the mesoderm of the 
chorionic vessels—the primitive belly stalk. x20. 


Fic. 5. Decidua vera. Note the division into compact and spongy layers, and 
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the feeble decidual reaction. In the spongy layers is a necrosed lobule with a 
thrombosed vessel in the middle. 
Fic. 6. Part of spongy layer of decidua showing great thickening of the vessels. 
Fic. 7. Spongy layer of decidua, showing thickened vessels. 
Fic. 8. High power view of vessels seen in Fig. 7. Note that the thickening is 


partly due to the presence of fibrous tissue round the vessels, and partly to an 
endothelial proliferation. 

Fic. 9. Mucosa of uterus, removed 7 months prior to the abortion, showing 
blood extravasation in stroma and thickened vessels. The glands are dilated. 


Fic. 10. High power view of Fig. 9. Note the blood extravasation and the 
vessels with thickened walls due to fibrous tissue growth round the lumina. 
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SELECT CLINICAL REPORTS. 


(Under this heading are recorded, singly or in groups, cases to which 
a special interest attaches either from their unusual character or 
from being, vn a special sense, typical examples of their class). 


A Case of Wertheim’s Operation, followed by 
Urzmia. 


By Arcutpatp Donatp, M.A., M.D., 


Gynecological Surgeon, Manchester Royal Infirmary. 


THE patient, a married woman, aged 55, came for advice on account 
of some irregular hemorrhage of comparatively recent onset. On 
examination a hard mass with an ulcerated surface was found 
involving the cervix, and extending, at one point, to the anterior 
vaginal wall and to the left lateral vaginal vault. The disease was 
undoubtedly malignant, and it seemed hardly possible to remove the 
whole of the cancerous growth. For that reason my first opinion was 
that the use of the cautery was the only possible operation. The 
patient’s sons and daughters were very insistent that if any radical 
operation could be done, even at great risk, it should be undertaken ; 
they stated that the patient’s disposition was such that any lingering 
illness would means intense mental suffering to her as her mother 
had died from malignant disease after a long and painful illness. 
Under these circumstances I felt justified (after explaining the 
necessity for a serious operation to the patient) in trying to extirpate 
the disease by abdominal hysterectomy. 

There was nothing calling for remark in the operation, which was 
performed on October 17th, until one came to the lower portion of 
the uterus on the left side. Here the growth had invaded the 
parametric tissues in such a way that it was with considerable 
difficulty that the dissection was carried down to a point below the 
growth on the vaginal wall. The posterior wall of the bladder had 
to be freed from the growth, and the left ureter, although not 
actually involved in the growth, ran close to it. A large gland, the 
size of a filbert, was enucleated from the parametric tissues close to 
the common iliac artery. The vagina was clamped by forceps, 
according to Wertheim’s method, and the uterus and the growth 
removed. 


The after history of the case, as far as pulse and temperature 
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were concerned, was almost ideal. For the first five days the 
temperature never exceeded 99°, and the pulse only once touched 
98. After that, on the seventh day, the temperature rose once to 
101° and the pulse to 100, but both soon came down again until near 
the end. For the first three days, however, there was practically no 
urine passed. During the first twenty-four hours there were three 
ounces; during the second twenty-four hours one ounce, and on the 
third day none at all. During this time the patient’s general 
condition was not by any means bad. She had some sickness, but 
not a great deal. She had two hours’ sleep during the first night. 
During the second night she was rather restless, but the sickness 
had ceased and she was able to take food by the mouth. She 
complained of no headache, but had a good deal of thirst. On the 
fourth day the flow of urine came freely; during the twenty-four 
hours she passed sixty-two ounces. By this time she was taking 
nourishment well, the bowels had been moved and she was passing 
flatus freely. Her condition continued satisfactory, and everything 
seemed to point to a favourable issue, until early in the morning of 
the seventh day. She had been sleeping quietly and taking food 
during the night, and the quantity of urine passed this previous 
twenty-four hours amounted to one hundred ounces. At 5-30 a.m. 
the nurse found her in a comatose condition; her eyes were fixed, 
and she did not reply on being spoken to. Soon afterwards she had 
a fit which resembled epilepsy, and another fit, less severe, occurred 
in about half an hour. A hot pack was given to her, and improve- 
ment gradually set in. During the day she recognized her friends, 
but had to be roused from a semi-comatose condition. Her condition 
gradually improved during the next two days, but on the evening 
of the eighth day she was hardly so well. The quantity of urine had 
been well maintained during this time, but now suddenly underwent 
marked diminution, dropping from seventy ounces on the seventh 
day, to thirty-nine ounces on the eighth day; on the ninth day 
seventeen ounces were obtained by catheter, and on the tenth day 
there was total suppression. Her mental condition continued to 
remain fairly clear, but great restlessness set in, and there was a 
gradual diminution of strength until she died on the 29th of October, 
twelve days after the operation. 

As it was difficult to understand the curious course of the 
symptoms, I obtained permission for Dr. Shaw (who had assisted me 
at the operation) to make a post mortem examination. He found 
everything quite healthy and healed, with the exception of a small 
collection of pus, less than a thimble in size, in the raw surface at 
the top of the vagina. The left ureter had been constricted by a 
stitch; the left kidney was congested, its pelvis and ureter dilated 
and thinned; the right kidney was congested and had old cystic 
disease. The cause of death, therefore, was undoubtedly uremia, 
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caused by the nipping of one ureter by a stitch and the diseased 
condition of the kidney on the other side. 

The case seems to call for three remarks. First, it illustrates the 
extreme risk of ligature of, or injury to, the ureter in these opera- 
tions even when the greatest care is used. In this particular case I 
had isolated the ureter in question, and had suspended it on an 
aneurism needle while I was tying the branches of the uterine artery 
and dissecting the vagina from the para-vaginal tissues. I can only 
account for the unfortunate accident on the ground that it must have 
been due to one of the stitches subsequently inserted, either with the 
object of checking the somewhat free oozing from the back of the 
bladder, or when one was covering over the raw surface of peritoneum 
at the close of the operation. Secondly, the case exemplifies the fact 
that now and again there is bound to be an unfortunate occurrence, 
when one operates on a large number of cases. In this particular 
case the fatal result was really due to the fact that the right kidney 
was cystic. I have no doubt at all that had the right kidney been 
healthy she would have made a good recovery. After the third day 
the diseased kidney was performing its function well and carrying 
on the work of both kidneys, but the strain seems to have been too 
much for it, and it ceased to perform its function altogether on the 
ninth day. Had the right ureter been included in the ligature, or 
had the left kidney been cystic, I believe the result would have 
been different. 

Lastly, the case confirms me in the opinion that I had already 
formed: that while Wertheim’s operation forms a notable advance 
in the treatment of early cases of cancer of the cervix, in cases which 
are so advanced as to involve difficult dissection in the pelvis, the 
immediate risks are so great, and the hope of complete cure so 
remote, that it is doubtful whether it is wise to adopt it. Where the 
disease is limited and early, however, I am strongly of opinion that 
the radical operation by the abdomen should be performed in every 
case, and vaginal hysterectomy abandoned. 
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TECHNICAL MEMORANDA, OPERATIVE 
AND OTHERWISE. 


(Under this heading will be published from time to time notes on 
points of practical interest in regard to methods of treatment, 
operative and therapeutic, and on the general management of 

’ Obstetrical and Gynecological cases in hospital and private 
practice. ) 


Injection of the Broad Ligaments with Quinine for 
Prolapsus Uteri. 


By J. Inauis Parsons, M.D., M.R.C.P., M.R.CS., 
Surgeon to the Chelsea Hospital for Women. 


WueEn my first paper on prolapsus uteri appeared in the B.1.J., 1898, 
confirming Savage’s views on the ligaments of the uterus, it was 
thought that the pelvic floor and the intra-abdominal pressure were 
the chief factors in supporting the uterus. Clinical observation and 
a slight knowledge of physics are sufficient to upset these views. 
With regard to the pelvic floor, we constantly come across cases of 
ruptured perineum without any prolapsus, showing that something 
else besides the pelvic floor is holding up the uterus. 

I recently operated on a patient, at the Chelsea Hospital for 
Women, with a complete tear of the perineum extending into the . 
rectum, that had existed for fifteen years without any prolapse 
following; in other words, the support of the pelvic floor had been 
absent for fifteen years, and yet the uterus did not come down, and 
this is not an isolated case. 

Again, in virgins with an intact perineum the uterus comes 
down not infrequently, showing that the perineum does not hold it 
up. Thirdly, a still further proof, if one is needed, is afforded by 
the results obtained from repair of the torn perineum. However 
well this may be done it fails to cure the prolapse in the majority of 
patients. 

Does the intra-abdominal pressure help to hold up the uterus? 
If the abdominal cavity were a vacuum something might be said for 
it, but even then the pressure of the atmosphere on the abdominal 
wall, without any counter-pressure from within, would come to 
something like half a ton! Asa matter of fact, there is no vacuum, 
because the abdominal cavity communicates with the external air 
through the Fallopian tubes. As the pressure of the atmosphere is 
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equal in all directions the pressure from this cause is the same above 
the uterus as it is below. When, however, the abdominal muscles 
strongly contract, as in defecation, an increase of direct pressure on 
the various organs in the pelvis takes place. So far from this helping 
to hold up the uterus, it has an exactly contrary effect. Just as it 
helps to empty the rectum by pressure, or force out the intestine and 
produce a hernia, so also does it force the uterus down and tend to 
produce prolapse. 

Having arrived, then, at the conclusion that there must be some 
other important factor in sustaining the uterus, I made a further 
study, fifteen years ago, of the anatomy of the uterine ligamenis. 

In a recent paper on the supports of the uterus the credit of 
discerning that this organ is mainly held up by the connective-tissues 
running from the side of the pelvis with the vessels to the side of the 
uterus, is given to a foreigner, whereas an Englishman was the first, 
by many years, to point out this fact. 

The late Dr. Henry Savage, of the Samaritan Hospital, in his 
book, “ On the Anatomy of the Female Pelvic Organs,” p. 69, stated 
“that after division of the utero-sacral ligaments, obstruction to 
prolapse is offered by the subperitoneal cellular tissue, particularly 
where it surrounds and accompanies the uterine blood-vessels.”’ 
On p. 26: “ The utero-iliac cellular process accompanies the uterine 
vessels, forming a resisting fibro-cellular bond between the uterus 
and the sacro-iliac articulation.” 

Dr. Savage’s work was published in 1882, just thirteen years 
before a similar result was arrived at abroad. 

Dr. Clarence Webster, in his book “ On Researches in Female 
Pelvic Anatomy,” published in 1892, p. 87, stated that the chief 
ligament of the uterus was “the connective-tissue attaching the 
cervix to the side walls of the pelvis, and also the muscular and 
elastic tissue in the same position.” 

Several other anatomists have described the utero-pelvic band, 
consisting of connective-tissue and elastic tissue, with muscle strands 
running from the obturator fascia to the cervix. 

That Dr. Savage’s observations were correct seemed extremely 
probable, because they at once explained the clinical facts observed 
in connection with prolapse, viz., that the uterus would often keep 
up when the support of the pelvic floor is lost by rupture, and that 
the uterus sometimes comes down when the pelvic floor is intact and 
giving all the support it is capable of. In the former case the 
ligaments can hold up the uterus because they are strong, and in 
the latter the uterus comes down because they are weak. The 
strength of Savage’s ligament varies greatly in different women; on 
the one hand, it may be so strong that nothing can stretch it, while 
in another case the margin of safety is so little that the drag of the 
vaginal walls following on a ruptured perineum may be sufficient to 
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upset the balance and start the prolapse. In such cases as these, if 
the perineum is repaired at once and the drag of the vaginal 
walls taken off the uterus, the ligaments may recover without further 
treatment, but in the majority the prolapse goes on. 

The treatment of prolapse in the past has not been successful in 
the majority of cases. An attempt was made to grapple with the 
condition by doing ventrofixation. For many reasons it has proved 
unsatisfactory except in slight cases of prolapse. In order to hold 
up the uterus a broad hand of adhesion is necessary, otherwise it 
comes away from the abdominal wall. 

Before the menopause these strong adhesions interfere with 
pregnancy. After the menopause the abdominal wall in many 
women is too weak to sustain the uterus and is dragged down into a 
pouch by the descending uterus, much to the discomfort of the 
patient. These objections do not apply to ventrosuspension for retro- 
flexion by Kelly’s method. Only two sutures are used, and the area 
of adhesion is quite small. This is enough to keep the uterus in 
position with simple retroflexion, while its mobility is not altogether 
abolished. Expansion during pregnancy can then take place, and it 
is quite the exception for any difficulty to arise. In the absence of 
prolapse there is no drag on the abdominal wall to produce discomfort. 

If it is allowed that the uterus is chiefly kept up in health by 
the ligaments already described the ideal treatment would be some 
method of strengthening these ligaments rather than creating a new 
one by attachment to the abdominal wall. 

It occurred to me that this might be done by irritating the 
cellular tissue with quinine so as to produce an effusion of lymph 
that would form new connective-tissue. 

In all probability effusion would occur naturally and repair follow 
if the uterus were suddenly and violently dislocated, just as effusion — 
and repair follow after sudden dislocation of an ordinary joint. But 
as the uterus comes down very slowly there is never, at any time, 
sufficient stimulus to produce an effusion of lymph. 

My friend, Dr. Aikman, told me that, when he had injected 
sulphate of quinine into the subcutaneous tissue of the arm for 
malaria it produced effusion and caused a small swelling, that 
remained for some months. This seemed an ideal agent to use, 
because it is a strong antiseptic and is non-poisonous. 

The first patient was a woman, aged 61, with a procidentia of 
six years’ duration. I explained to her that she would be the first 
to undergo a new operation, but that I had considered the question 
for some years in all its aspects and did not think there could be 
much risk. Her answer was that, as she had been to several hospitals 
and no one had cured her, she was ready to undergo any operation. 
The solution first tried in 1897 was 1-4. This produced a slight 
suppuration; the quantity injected was 30 drops on each side. As 
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my object was to produce lymph and not pus the solution was altered 
to 1-5, and to this I have adhered ever since. This first patient 
did very well, and the uterus was held up. The discharge of pus 
amounted in all to about 2 drachms. 

My candid friends tried to dissuade me from going on, and 
predicted all sorts of dreadful catastrophes that would follow. One 
of the most common arguments used was that inflammation would 
be set up, which could not be controlled. As a matter of fact, the 
reaction set up by any irritant or injury is in proportion to the 
amount of that irritant, and the vitality of the individual provided 
that no microbic infection occurs. 

Shortly after the operation on the first patient I treated a case of 
cancer of the cervix, beyond excision, with injections of methylene 
blue, which was then being advocated on the Continent. An intense 
reaction was produced in this patient and profuse suppuration, but 
in a few days it subsided. After this experiment with methylene 
blue I felt fairly certain that my injection of quinine would do no 
harm, as I had no intention of setting up inflammation. 

After injection there should not be any rise of temperature, nor 
does it often occur. Out of 178 cases I have only had 3 with 
suppuration, and they occurred in women exhausted by large families 
and in low condition. I am happy to say they were none the worse 
for it, and the uterus was well held up. 


The best time to operate is a week after menstruation is over. 
Before the operation is performed the bowels are thoroughly cleared 
out, and the vagina well douched with 1-2000 perchloride of mercury. 
An anesthetic is advisable, although the operation only takes a few 
minutes. The patient is placed in the lithotomy position. The next 
step is to pass the bladder sound and ascertain to what extent it 
falls down on each side of the uterus. A Sims speculum is then 
passed to hold down the posterior vaginal wall and a retractor to hold 
up the anterior vaginal wall. The retractor should be fairly wide 
so as to draw the bladder well up and out of the way. A straight 
sound is then passed into the uterus and held horizontally by the left 
hand of the operator, while the syringe containing the solution is 
held in the right hand. The injection is then made on each side of 
the uterus through the vaginal wall at a distance of three-quarters of 
an inch from the cervix, and a little below the level of the external 
os. The needle is one inch long. If the cervix is much enlarged, 
which often happens in prolapsus, the point of injection will be 
nearer to the cervix. The aim of the operator should be to insert the 
needle exactly half-way between the position of normal cervix and 
the pelvic wall. Then the nearest portion of the uterine artery 
and veins and the ureter lie on the inner side of the needle and 
above it. Another point is that, in the outer half of the broad 
ligament in thissituation there are no veins of importance. Luschka’s 
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illustration of this is most misleading, and must have been arrived 
at by forcible dilatation of the veins on the cadaver. In doing other 
operations on the pelvis I have constantly examined this cellular 
tissue and found no vessels of importance in it. 

When operating on cases of chronic procidentia it is advisable to 
inject somewhat lower on account of the tendency of the bladder to 
pouch down on each side of the cervix. After the needle is in the 
cellular tissue the point should be slightly rotated so as to ascertain 
if it is free. Should the point have been passed into any other 
structure its movement would be restricted, as it would be held at 
two points. 

The syringe must be efficient and its joints watertight, otherwise 
the solution may simply ooze into the vagina. That which I use 
has a long, thin, straight nozzle with the needle fitted to the end; 
the object of this is to prevent the light being excluded from the 
vagina by the body of the syringe, and to enable the operator to 
see clearly the point of injection. The needle is very apt to be 
corroded by the acid in the solution, and should therefore be tested 
before use and thoroughly washed out after in warm water. After 
the injections are made the operator proceeds to antevert the uterus 
as much as possible. A cup-and-stem indiarubber vaginal pessary 
is then inserted and secured by tapes to a band round the waist. 
It is very necessary to see that this pessary is well secured in 
position so as to keep the uterus up for the first three days while the 
effusion is forming. After three days it may be taken out. If kept 
in longer it does no further good, and may do harm from pressure. 
There is no pain after the operation. In this respect the operation 
shows to great advantage compared with other operations; in fact 
many patients say they would hardly know they had been operated . 
on. There should be no rise of temperature. This shows that there 
is no inflammation and that the process is a reparative one. When a 
rise does occur it is usually at the end of 6 to 7 days. 

The patient is instructed to lie on her face or side so as to 
throw the uterus forward as much as possible and keep it in good 
position. The bowels should be kept open every day. An 
accummulation in the rectum, in near proximity to the effusion, is 
not desirable. On the other hand, free purgation must be avoided, 
as it would tend to restrain the formation of lymph. Occasionally 
there is slight cystitis. This generally passes off in a few days if it 
occurs at all. The catheter may have to be passed for the first 
few days or longer, but in most cases it is not necessary. 

After injecting some 24 to 30 grains of quinine one might expect 
some symptoms of cinchonism. This, however, is absent in many 
cases, and is explained no doubt by the precipitation of the quinine 
after injection. This precipitation very likely favours the formation 
of the fibrous strands, which can be felt in most patients at the end 
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of 2 or 3 months. The exact solution consists of 12 grains of the 
ordinary sulphate of quinine, dissolved in 30 minims of dilute sulphuric 
acid and 30 minims of distilled water. It should be freshly made for 
each patient, because after a time, and more especially in cold 
weather, some deposit will take place. The stopper of the bottle is 
very liable to stick, the slight precipitation round acting like cement. 
The amount of solution injected will depend on the case. The worse 
the case the greater the amount required. The maximum that I 
have used has been 80 minims on each side, and the minimum 
effective dose for early cases of prolapse is about 40 minims. As the 
space on the left side is encroached on by the rectum I usually inject 
10 minims less on that side than on the right. The quantity to inject 
will also depend on other factors, one of these being the general 
condition of the patient. Speaking broadly, one may say that the 
healthy, florid country woman will form more effusion than the pale, 
anemic town dweller if the same dose is given to each. These 
anemic patients should be fed up with a meat diet and iron for some 
weeks before being treated. 

The duration and extent of the prolapse must be taken into 
account. It stands to reason that a patient who has had complete 
procidentia for ten years will require more effusion to hold up the 
uterus than one who is only in the first stage and can get about with 
the aid of a ring pessary. 

For cases of chronic procidentia, such as one comes across in 
hospital practice, it may be necessary to do more than one injection. 
An interval of at least fourteen days should elapse for the second 
injection. The quantity injected should also be less by one-third 
because the patients react more. 

In one instance the procidentia recurred when the pessary was 
taken out after the first and second injections, but a third injection 
held up the uterus. When a rise of temperature does occur, it is 
nearly always after a second injection, so I try to avoid it, if 
possible. To estimate the amount of rest required after the 
operation, so as to secure organization of the effusion into fibrous 
tissue, and to prevent this from being stretched until it is strong 
enough to stand the strain, the following factors must be taken into 
account :—(1) The duration of the prolapse; (2) the extent of the 
prolapse; (3) the amount of the effusion found on examination 10 
days after the operation; (4) the social position of the patient and 
the amount of work she will have to do after going home. It is quite 
easy for failure to occur if these factors are not properly considered, 
and if too much strain is thrown on the new ligaments before the 
fibrous tissue has formed. Even when the amount of effusion is 
much smaller than it should be, a successful result generally follows 
if the patient is prevented from throwing much strain on the uterus 
for the first year. 
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For a case of prolapse in the first stage a week to ten days in bed 
may be sufficient, followed by another ten days on the sofa. If a 
ring pessary is then inserted in order to take the weight off the uterus 
the patient can go about the house and out for drives, but must still 
avoid anything that throws much strain on the ligaments, such as 
lifting weights, etc. At the end of three months the ligaments are 
usually strong enough to do without the ring, but the full strength 
of the new fibrous tissue is not reached under six months or more. 


This was strikingly illustrated in a farmer’s wife sent to me six 
years ago, by Dr. F. Bovill, for chronic procidentia. Although the 
uterus was held up she was not able to do her full amount of work at 
the end of four months, but at the end of six months she could 
work 10 hours a day, on her feet most of the time, and she has 
remained quite well ever since. 

If the perinzeum is ruptured it should also be repaired. Although 
I do not believe that the pelvic floor in any way keeps up the uterus 
it stops prolapse of the vaginal walls and prevents them from 
dragging on the uterus, bladder and rectum. Repair of the perineum 
therefore, adds much to the comfort of the patient and also helps the 
ligaments. 

For minor cases of prolapse the two operations can be done at 
one sitting. The ligaments are first injected, and then a perineor- 
raphy is done. As the use of a pessary under these conditions is 
impossible, the patient’s hips are kept raised a little, while she is in 
bed for the first three days so as to cause gravitation of the uterus 
to a high position in the pelvis. 

I do not advise the two operations together in cases of 
procidentia, because vomiting after the anesthetic might force the 
uterus right out, unless kept in place by a pessary. It might then 
be fixed too low down or the pressure on the perineum might prevent 
union of the wound. 


The best means to adopt so as to secure organization of the 
effusion into fibrous tissue is somewhat of a problem. Neither 
physiologists nor pathologists have ever thrown any light on this 
subject. Why, after parametritis from a microbic infection, the 
effusion should in one case apparently entirely absorb, and in another 
should form stout adhesions, we are quite in the dark. Empirical 
knowledge in respect to this question helps us a great deal. After 
dislocation of any joint in the body there can be no doubt whatever 
that organization of the effusion into fibrous tissue takes place more 
extensively and rapidly if that joint is kept absolutely at rest. If 
kept at rest too long repair may be overdone, and the normal 
movements of the joint be interfered with. The application of this 
lesson to the treatment of prolapse indicates that after injection the 
patient should be kept at rest. The greater the amount of fibrous 
tissue required to keep up the uterus the longer should the patient 
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lie up. When we wish to cause absorption of adhesions or effusion 
round a joint we use massage, which increases the circulation locally 
through the part. In the pelvis, therefore, after the effusion is 
formed, we must avoid anything likely to cause an increase in the 
local circulation. 

The results are on the whole very good. ‘Taking all the easiest 
cases and also the most difficult, the latter forming by far the larger 
proportion and including a great many cases of chronic procidentia, 
I find that in 75 per cent. the uterus has kept up permanently, 
20 per cent. were greatly improved and 5 per cent. failed. Taking 
only those cases of comparatively early prolapse, such as one usually 
meets in private practice, the percentage of successes is as high as 
98 per cent. Other doctors, who have followed me, are able to 
claim a higher percentage of success than I can, which shows that 
I am not biassed in favour of my own work. If every patient in the 
early stage were operated on we should not see many cases of chronic 
procidentia. In time this condition might almost be abolished. 


Causes of Failure. 


1. Want of reaction in anemic and cachectic patients. This can 
be remedied by feeding up the patient and giving iron some weeks 
before the operation. 

2. Faults in technique. If the solution of quinine is not made 
up of the full strength, or if the joints of the syringe are not water- 
tight and allow the solution to escape into the vagina, the amount 
of quinine injected will not be sufficient to produce the required 
reaction. 

3. If the patient is allowed to go about too soon before the effusion 
is organized into fibrous tissue it will stretch and may even give 
way entirely. 

My first case was in 1897, so that I have had 11 years’ experience. 
Up to now I have done over 178 cases, and in addition I may quote 
80 cases done by other medical men as follows :— 

Dr. Rice, of Derby, has operated on 31 patients. All but one of 
these were successful. Three of the patients had children after the 
operation without any return of the prolapse. One patient was aged 
seventy-two. 

Dr. Eugene Carlier, of Brussels, operated on 15 cases, and wrote 
to say he was very satisfied with the results. 

Dr. S. Kent, of Bexhill, operated on 9 patients, all successful. 
Two of these had children without recurrence of the procidentia. 

Dr. Lea Wilson operated on 12 patients at the Dhankorbai 
Hospital, Nasik, India; 10 of these were successful, but she had not 
been able to follow them up to know the remote results, except in 


one patient, who was quite well after a year, and was seven months 
pregnant. 
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Dr. John Aikman, of Guernsey, has operated on 7 patients. In 
every case the uterus was held up and has remained so for years, 
although procidentia had preceded the operation in most of the 
patients. 

Dr. Crewdson Thomas published a case in the British Medical 
Journal of a successful result, followed by conception and parturition, 
with no return of the prolapse. 

Dr. Hugh Fenton has done 7 cases most successfully. 

Dr. Eden operated on a case in which ventrofixation completely 
failed, and was able to hold up the uterus by injection. 

One great advantage of this operation is that it does not in any 
way interfere with pregnancy. Taking all the patients under 35 
years of age, nearly 40 per cent. of them have had children, and 
without any difficulty. In conclusion I may say that the operation 
is fairly simple and takes only a few minutes to perform; it appears 
to be free from risk if carried out properly; it causes no pain after- 
wards; it is more effective for its purpose than any other treatment. 
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Post-Operative Psychoses. 

Howarp Ketty (Surgery, Gynecology and Obstetrics, November, 1909) points out 
that this subject has received but scant attention at the hands of both surgeons and 
alienists. He gives a list of the most important contributions. The literature 
shows that the condition is as common in men as in women. Kelly’s own experience 
is limited to adult women, of between 19 and 61 years; the operations were 
abdominal and pelvic, mostly gynecological. Cases of delirium due to infection or 
intoxication have been omitted, also the frequent milder mental disturbances of short 
duration, a change in disposition, irritability, depression, suspicion, etc., which vanish 
in a day or two. Excluding this group, there have been in 16,000 operations, 40 severe 
cases. The operations varied considerably in their nature, severity and duration. 
Seven cases followed repair of the relaxed vaginal outlet; one a cystoscopic 
examination without anesthesia; one dilatation of a urethral stricture. In only 
twelve was double odphorectomy performed. Kelly believes that neither the 
anesthetic nor the kind of operation is the effective causative agent. Though 
heredity apparently played no part in his cases, Kelly thinks that careful inquiry 
in a long series of cases would demonstrate its great importance. The personal 
history is of great importance; in ten out of the forty cases there was a marked 
history of nervousness, hysteria or of neurasthenia for long periods. In some of the 
others there was a neurotic, highly-strung temperament; as a rule these patients have 
a great horror and dread of the operation. Kelly thinks that an unstable 
nervous system, and especially undue anxiety and worry about the operation and the 
trouble which leads to the operation, are the most potent factors in bringing about 
profound nervous sequele. It is of great importance to gain the entire confidence 
of such a patient; it may even be wise to postpone an operation until the patient 
has been quietened and reassured. In this connection a discreet, cheerful nurse is 
most valuable. Kelly is, however, convinced that a perfectly sound person may 
develope a serious post-operative psychosis. The most common type is the acute 
hallucinatory confusional insanity. The majority begin to show symptoms between 
the second and tenth days; eight of the forty started almost immediately after the 
operation; the longest interval was one month. With one or two exceptions the 
wounds healed well. The duration was variable, varying between two weeks and 
permanent insanity. Fifteen of the cases were in Kelly’s private hospital, and their 
ultimate progress could be watched. Of these thirteen recovered and remained well, 
one remained mildly demented, and one persistently insane. Hence Kelly is inclined 
to give a hopeful prognosis. Care should be taken to avoid any legal or forensic 
complications by taking careful notes, and by dealing frankly with the relatives 
from the onset of the trouble. Mites H. PHittips. 
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Radium Treatment of Salpingo-Ovaritis, Uterine Fibroids, and 
Uterine Sclerosis. 

Cueron (L’Obstétrique, Nov., 1909) thinks that radium treatment should be 
tried in chronic inflammatory disturbances of the pelvic organs before resorting to 
ablation. It is not, however, indicated in acute attacks nor where there is presence 
of pus. Uterine sclerosis and small fibroids are amenable to this method in some 
cases, but large ones are not affected nor tumours growing rapidly at the menopause. 
The action is considered to be due to the result of the atrophic action on the ovaries. 

The radium is applied in silver tubes of half a millimetre diameter and the salt 
employed is the bromide or the sulphate; by passing the tube into the uterus, direct 
action upon the ovaries is obtained. E. H. L. O. 


Bismuth Gauze Packing in Gynzcology. 

Sotomon WIENER (Journ. Amer. Med. Assoc, vol. liii, p. 1397, 1909) states that 
packing with iodoform or ordinary gauze is unsatisfactory on account of the smell 
produced by saprophytic organisms in the discharges. He uses a bismuth gauze 
prepared as follows: 2o0zs. of bismuth subnitrate, mixed with 20zs. of glycerine to 
which is added a quart of warm water. The gauze is then passed through the 
resulting emulsion three times so that it becomes thoroughly soaked ; it is then dried, 
rolled and sterilized in the ordinary way. He has used it in many cases, and has 
found it can be left in the vagina for a week if desirable, and on removal it is 
perfectly sweet and odourless. C. NEPEAN LoNGRIDGE. 


Hzmatoma Vulve. 

Cu. Frank-Kamenetzky (I.D., Halle 1909: Muenchener m. Wehns., No. 39, 
S. 2028) has collected 124 published cases of hematoma vulve; 82 puerperal, 42 
traumatic. Of the traumatic cases, 28 occurred in non-pregnant, 14 in pregnant 
women. The ages of the patients lay between 13 and 49. The seat of the hematoma 
was 27 times on the right side, 9 times on the left, twice bilateral, and in the remain- 
ing 4 is not stated. All the cases recovered, 16 by resorbtion, 15 after incision and 
7 after spontaneous perforation. Of the puerperal cases, 35 were primipare, 
34 multipare; 13 are not noted. The situation was in 40 on the right, in 33 on the 
left side, in 4 bilateral and in 5 not noted. The hematoma appeared in 4 cases 
between the births of twin children, in 20 cases during labour before delivery: in 
5 instances the time is not noted, but in all the other 53, after the birth of the 
child. Spontaneous perforation took place in 43; resorbtion with unbroken coverings 
in 7; 32 cases were incised; 8 cases died, 3 from hemorrhage, 3 from suppuration, 
1 from hemiplegia and 1 from general anemia. ; J.J. M. 


Endometritis. 

HitscHMANN and Ap.LER (Muenchener m. Wchns., 1909, No. 41, S. 2130), at the 
recent Congress of German Naturalists and Physicians at Saltzburg, made more 
precise statements of their views that the changes in the endometrium, formerly 
described as endometritis glandularis, were to be attributed to pre-menstrual 
processes. It may be that there is a glandular hyperplasia, but, even so, it has 
nothing to do with inflammation, and there is no such thing as endometritis 
glandularis hyperplastica. The cyclical alterations also affect the connective-tissue. 
The criterion for inflammation even in its early stages is round-celled infiltration. 

J.J.M. 
The Surgical Treatment of Dysmenorrhea and Sterility. 

Pozzi, at the Academy of Medicine at Paris, recently insisted that the commonest 
cause of dysmenorrhea and sterility lay in congenital stricture of the orifice of the 
cervix uteri, which is generally associated with a conical form of cervix and a 
somewhat excessive anteflexion of the uterus which gives it an infantile appearance, 
though its dimensions may be normal. The result is that the outflow of menstrual 
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blood is impeded and fertilization is very difficult. With these primary cases some 
cervical catarrh is added, the discharge of mucus is difficult and the secretion remains 
in the canal and plugs it like a cork. For the treatment of this malformation 
Pozzi, since 1893, has practised stomatoplasty with grooving of the commissure, an 
operation which essentially consists in bilateral incisions in the collum with suture 
of mucosa to mucosa on each lip of these incisions, and is a very superior method to 
dilatation or enlargement by simple incision, which lead to recurrence or complications. 
Dotéris laid stress on the good results to be obtained by mechanical and 
progressive dilatation with laminaria tents. J.J. M. 


Laminaria Tents for Dilating the Cervix. 

Grinpaum (Muenchener m. Wcehns., 1909, No. 51, S. 2660) recently, in the 
Franconian Obstetric and Gynecological Society, insisted upon the dangers of 
laminaria tents, and, as objections to their employment, pointed out that the dilatation 
is generally merely a preliminary to some therapeutic proceeding in the uterine cavity 
for which dilatation by laminaria is troublesome and inconvenient, as the essential 
proceeding cannot be carried out till the next day at the earliest. If the tent swells 
irregularly and becomes incarcerated or if the end in the uterine cavity swell in the 
shape of a mushroom, the extraction of the tent is difficult. The tent may slip up 
into the uterine cavity after the string is broken. Sterilization of the laminaria is 
troublesome. Moreover, the laminaria forms a fertile medium for the growth of 
bacteria, and the tent, when in situ, prevents the discharge of secretions. Grinbaum 
concluded that dilatation by metal instruments, by tamponade of the cervix, or by a 
combination of the two, was to be preferred to the use of laminaria. 

HorMeter, in the discussion, declared himself decidedly in favour of dilatation by 
laminaria; the accidents that had occurred in connection with it were attributable 
not to the method itself but to the operator. No doubt the internal os often 
grasped the tent, but not so as to prevent its extraction. He employed laminaria 
tents with great satisfaction in dysmenorrhcea on account of the relaxation they 
caused. Dilatation by metal instruments, considering the risk of perforation, was 
certainly quite as dangerous. The disinfection of the tents is not so difficult as 
alleged; in the Wirzburg Klinik they .are kept in carbolic alcohol. 

Simon also declared in favour of laminaria, but as on one occasion a tent had 
slipped into a gravid uterus, he uses very long ones. JuNG also advocated laminaria 
tents in spite of their rejection by Martin’s school. J.J. M. 


The Clinical Aspect of Climacterium. 

A. Guuzinski (Wiener. kl. Wehns., 1909, No. 48) draws attention to the various 
relations of the thyroid gland to the genital functions, and also points out the 
similarity that sometimes exists between the syndrome of climacteric troubles and 
myxcedematous conditons, which seems to demonstrate a relation with the thyroid 
itself and other glands with internal secretion. A few cognate clinical observations 
have been published, and Gluzinski has met with similar ones; the benefit derived 
from the administration of thyroid substance in many of these cases, often arrested 
in course of their development, is very significant. J.J. M. 


Prolapse. 

Latzko, Vienna (Muenchener m. Wchns., 1909, No. 41, S. 2128), at the eighty-first 
Congress of German Naturalists and Physicians, recently held at Salzburg, endorsed 
the explanation of prolapse as a hernia of the genital fissure, given by Halban and 
Tandler, and referred to the importance of the levator ani muscle in the origin and 
in the cure of this displacement now widely recognized by American and German 
gynecologists. He had for many years, recognizing this etiology of prolapse, 
operated with the aim of restoring the muscular floor of the pelvis, the essential 
point being the union of the separated limbs of the levator by suture with catgut, 
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with such supplementary operation as each case demanded: anterior colpotomy 
with inversion of the posterior wall of the bladder for cystoceles; vaginal fixation 
for retroflexion with defective levator, and Schauta’s interposition for extreme 
prolapse with very defective levator have to be carefully considered. Anterior and 
posterior colpotomy must be combined with resection of the vesico-vaginal or recto- 
vaginal septum respectively, in a way analogous to resection of the fascia in ventral 
hernia. The greatest importance is to be laid upon the free exposure of the levator 
ani on both sides and upon the restoration of the muscular diaphragm by stitching 
together the ends of the muscle as high up as possible. 

Subsequent labour very frequently leads to relapse, and therefore women in child- 
bearing age should be allowed to choose between operation with sterilization, or at 
all events barred pregnancy, or the wearing of a pessary, until they can give up the 
hope of bearing a child. 

Hasan, considering from his work with Tandler that prolapse is a hernia, held 
that it is indispensable to diminish the size of the hernial aperture. He attributed 
the excellent results of Schauta’s operation to the fact that the uterus in ante-fixation 
lay beneath the bladder, like a pessary, upon the muscular floor of the pelvis. But 
when the uterus is atrophic, recurrence will take place even after Schauta’s operation, 
and it is therefore absolutely necessary to lessen the size of the hiatus genitalis by 
stitching together the limbs of the levator ani (levator-plasty). This is a most 
effective proceeding, but Halban would always supplement it by Schauta’s operation. 
To relieve the complication of extensive prolapse of the urethra it may be necessary 
to force one’s way between the bladder and the pubes and stitch the urethra to the 
periosteum of the symphysis. Levator-plasty will fail when the muscle is greatly 
atrophied either from paralysis or from sinking of the entire pelvic floor; a plastic 
operation for the repair of the floor may then be performed with the help of the 
gluteus maximus; this method has proved very effective also in cases of prolapse of 
the rectum. 

Scuavuta concurred as to the importance of suture of the levator ani for the 
relief of prolapse. The operation he had himself put forward for the purpose, 
interpositio uteri vesico-vaginale, had antecedents in W. A. Freund’s and Wertheim’s 
operation, but differed in leaving the uterus not to a great extent free in the vagina, 
but entirely covered by the vaginal wall. The operation is correctly described by 
Kistner in Veit’s Handbuch, and by Hofmeier, but not by Déderlein. By the - 
fixation of the peritoneum of the bladder as deeply as possible to the posterior 
surface of the cervix in this operation, the uterus is.secured underneath the vaginal 
wall and entirely outside the peritoneal cavity. The bed for the uterus between the 
bladder and the vagina must be neither too large nor too small, in order that the 
uterus may act as a tampon. Urethral prolapse will be avoided if the fundus be 
attached close to the urethral orifice so as to elevate the bladder and stretch the 
urethra. The operation gives excellent results, but it is incomplete and should 
always be supplemented by colpoperineorrhaphy and suture of the levator. It has 
very properly done away with total extirpation for prolapse, for the uterus is 
indispensable for the complete closure of the hiatus between the levators. If the 
organ is too large, a wedge of it must be excised, if too small, especial attention must 
be paid to exact suture of the levators. Simultaneous tubal sterilization is absolutely 
necessary, for, on the one hand, every operation for prolapse is seriously endangered 
by subsequent pregnancy, and, on the other, the interposed uterus is incapable of 
carrying a child to term. 

In the cases operated upon by Schauta and his schoo] during the last 7 years (89) 
certain information of their condition could only be obtained in 59, but of these 
46 were completely cured (77 per cent.), and without exception were quite up to 
their work, and nearly all free from any trouble whatever; and no arrest or 
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irregularity of menstruation was reported. More or less recurrence had taken place 
in the other 13 cases. Of the 89 cases 5 had died after the operation. 

After a prolonged discussion, Latzko said that the discussion shows isolated 
suture of the fascia is an advance, and sterilization is to be recommended; if 
declined the propriety of operating at all must be considered. The restoration of a 
solid perineum and of a reliable muscular diaphragm is the essential point, and it is 
only when this is possible that supplementary operations of which Schauta’s operation 
is the best, need be considered. In many cases suture of the levators is sufficient. 
Latzko insisted on the importance of resection and suture of the fascia of the retro- 
vaginal septum. Scwavuta said that a pessary was sufficient for many cases of 
prolapse : his operation was suitable for elderly women with complete prolapse, and 
when, for any other reason, a laparotomy was necessary, the interposition could be 
done from the abdomen. J.J. M. 


The Cure of Prolapse by Fixation of the Uterus between the 
Bladder and the Vagina. 

Vioter (Revue de Gynécologie et de Chirurgie Abdominale, November-December, 
1909) describes the technique, and discusses the indications for the Schauta-Wertheim 
operation for the relief of prolapse. The object of this operation is to make the 
displaced body of the uterus fill up the space in the lax tissue of the pelvis between 
the vagina and the bladder and so transmit the intra-abdominal pressure from the 
vault of the vagina to the perineum, and the contractions of the perineal muscles 
to the vault of the vagina. The body of the uterus is supposed to act in two ways— 
as an obturator in a hernial opening and as a lever having its point d’appui on the 
perineum. The steps in the operation are as follow :—The anterior vaginal wall 
is incised longitudinally from the cervix to about a couple of centimetres from the 
meatus, and the space between the vagina and bladder is widely opened up by 
dissection. The bladder having been pushed well up, the vesico-uterine pouch is 
opened transversely. The fundus of the uterus is now pulled out through this 
opening and the tubes and round ligaments ligatured and divided, the resulting 
raw surface being oversewn. If any pathological condition of the tubes or ovaries 
exists it is treated appropriately. The uterus is held forcibly forwards and the 
opening in the peritoneal cavity closed by suturing the cut edge of the peritoneum 
to the posterior surface of the cervix. The body of the anteverted uterus now 
lies between the bladder and the anterior vaginal wall, which is sutured over its 
anterior surface if there is sufficient tissue to allow of this; if not, no harm results 
from leaving a portion of the anterior surface of the uterus uncovered in the vagina. 
The last step of the operation consists of repair of the perineum and suture of the 
levator ani. 

The author gives details of three cases operated on by him, four and a half, 
two and a half and two years ago; in each case the result was satisfactory. 

A. LionEL SM1TH. 


The Obliteration of the Pouch of Douglas in the Treatment of 
Prolapse of the Uterus. 

Marion (Revue de Gynécologie et de Chirurgie Abdominale, May-June 1909) 
operated on a young milk portress in 1904 for retroversion and prolapse of the uterus 
and the posterior vaginal wall. The hymen was intact and the perineum solid, but 
the vaginal wall bulged through the dilated orifice of the vagina. The prolapse had 
come on very gradually. 

As the perineum was intact it did not seem probable that a vaginal operation 
would be of any benefit, therefore the abdomen was opened with a view of fixing 
the fundus to the abdominal wall. The pouch of Douglas was found to be consider- 
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ably deeper than normal, the operator therefore decided to obliterate it and to 
shorten the round ligaments. The patient recovered rapidly from the operation, and 
at the present time, four years later, she had had no return of the prolapses: she is 
no longer a virgin, but has not had a child. 

Marion has operated on a number of patients since and in no case has the prolapse 
recurred. 

The author obliterated the pouch of Douglas by means of a series of purse-string 
sutures passed through the peritoneum, the lowest being close to the bottom of the 
pouch and the highest about the level of the middle of the cervix. As a rule three 
or four sutures are sufficient. 

The author does not claim that this operation is suitable for all cases of 
prolapse. It is specially indicated in prolapse occurring in virgins and associated 
with an abnormally deep pouch of Douglas, in cases of retroversion and prolapse 
necessitating laparotomy, and in those cases in which prolapse has recurred, other 
operative measures having failed. A. Lionet Smita. 


Adenomyomata of the Inguinal Portion of the Round Ligament. 

Leckne (Ann. de Gyn. et d’Obstét., Dec. 1909) has collected nine authentic cases 
from the literature, and gives details of one case on which he himself operated. 

His own patient was aged 34, and had noticed for three years a mass, the size 
of a hen’s egg, over the middle of Poupart’s ligament. The swelling was somewhat 
painful, especially during menstruation. On examination, the mass, which was hard, 
was quite free from the skin, but was attached to the deep structures. Slight 
mobility in all directions could be obtained if the abdominal muscles were relaxed, 
but when they were contracted the tumour was fixed. There was no impulse on 
coughing. At the operation the tumour was found to spring from the round ligament. 
It was inside the inguinal canal, so that the external oblique required splitting to 
remove it. A process of peritoneum was attached to the deep surface of the tumour. 
The tumour, on microscopic examination, consists of fibro-muscular tissue containing 
tubules lined by high columnar epithelium. The epithelium rests on tissue which 
has the appearance of embryonic connective-tissue. 

Lecéne then gives notes of and full reference to the previously reported cases 
which he considers authentic. These are nine in number [Cullen, Pfannenstiel, 
R. Meyer, Bluhm, Rosinski, Blumer, Aschoff, von Recklinghausen, Engelhart]. He 
excludes cases reported by Martin and Millerheim, as he does not think that they 
are proved to have been adenomyomata. 

The characteristics of this new growth, as shown be these cases, are as follow: 
They are of small size, in no case larger than a hen’s egg. They are usually 
unilateral. The position varies; they may be within the inguinal canal or at its 
external opening, or the tumour may form where the round ligament spreads out in 
the tissues of the thigh. They are usually seen in middle-aged women. Pain is 
complained of, and this is worse during menstruation. The tumour is unencapsuled, 
and always has dense adhesions to surrounding structures. They have the appearance 
of a fibroid, but are frequently cystic; the cysts contain altered blood. Their 
vascularity is such that they increase in size during menstruation. Under the 
microscope they are seen to consist of a muscular and connective-tissue stroma 
containing epithelial gland-like structures. The amount of muscular tissue may be 
very much reduced (Aschoff). 

The characteristic epithelial structures are not very abundant, but high magnifi- 
cation shows tubules lined by high cylindrical epithelial cells with elongated nuclei. 
These cells are occasionally ciliated (Cullen). The subjacent tissue consists of 
elongated ovoid cells and connective-tissue cells with large nuclei. (Microphotographs 
of the tumour and of the Wolffian body in the embryo illustrate the article.) As the 
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round ligament itself contains muscular and connective-tissue fibres, it is only the 
origin of the epithelial elements which is difficult to explain. Two views have been 
advanced—Miillerian and Wolffian. 

Cullen supports the Millerian theory, and points out the similarity of the 
connective-tissue in these tumours to that of the uterine mucosa. 

Lecéne supports the Wolffian theory thus :—The round ligament is derived from 
the lower ligament of the Wolffian body, and thus Wolffian epithelial elements are 
drawn out of the abdominal cavity as the round ligament reaches the groin. The 
proximity of the Wolffian duct to the uterine end of the round ligament in the 
foetus is also mentioned. Finally Lecéne compares sections of adenomyomata with 
sections of the Wolffian body of a six weeks embryo, and insists on their similarity. 
He thinks Wolffian remains explain all pelvic adenomyoma, whether inguinal, tubal 
or peri-uterine. Cc. W. 


The Technique for Momburg’s Anemia of the lower half of the 
Body. 

Momsoure, Berlin (Deutsche m. Wchns., 1909, No. 48), directs that from four to 
six turns of a strong but very elastic indiarubber tube should be applied tightly 
round the waist, while the patient’s pelvis is well elevated, so that the intestines 
may slip upwards and the circulation be maintained. In order that the upper half 
of the body may not be overloaded with blood before the cincture of the waist both 
thighs should be tightly bound by Esmarch’s bandages. Pads are unnecessary and 
not free from danger. 

B. Krénine, Strasburg (Deutsche m. Wcehns., 1909, No. 46), reports a case of 
hemorrhage in the third stage of labour which was successfully treated by compres- 
sion of the aorta with Momburg’s tube; he concurs on the importance of the tube 
being applied low down while the patient’s pelvis is raised, so that the blood-vessels 
of the intestines may as far as possible remain unconstricted. J.J.M. 


Momburg’s Anzmia in Resection of the Pelvis for Sarcoma. 

H. Ruszss, Lichterfeld (Deutsche m. Wehns., 1909, No. 49), reports an instance of 
the resection of one-half of the pelvis of a girl, 13 years of age, on account of a 
large osteochondrosarcoma, which, thanks to the use of Momburg’s method of anemia, 
was carried out very satisfactorily. Healing took place by first intention, and the 
head of the femur ultimately came to rest against the promontory. J.J. M. 


Early Rising after Laparotomy. 

Kitmmett, Hamburg (Muenchener m. Wchns., 1909, S. 1978) reported in the 
Surgical Section at Budapest his later satisfactory experience of getting patients 
soon out of bed after laparotomy. Whereas he used to have embolism in 12 per cent. 
of his cases, since he has let the patients rise, or at all events sit up in bed, on the first 
day after the operation, when this is at all possible, the number of cases of embolism 
has fallen to 1 per cent. The risk of hernia has vanished as the cicatrix proves to be 
much stronger than when the patients were kept a long time lying down. Naturally 
faultless narcosis and perfect asepsis are indispensable, J.J. M. 


The Development of an Osteoma in the Cicatrix of a Laparotomy 
Wound. 

Leckne (Revue de Gynécologie et de Chirurgie Abdominale, November-December, 
1909) writes of a case of an osteoma growing in the cicatrix of a laparatomy wound. 
The patient was operated on in 1907, the abdominal wall being sutured with catgut. 
Convalescence was uneventful. Six months later a hard mass, the size of a nut, 
was found in the scar; it was thought to be malignant. The patient was lost sight 
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of for two years, but then returned with a ventral hernia. Lecéne dissected out 
the cicataix containing the tumour and closed the hernial opening. On section the 
mass proved to be bone complete with Haversian canals and medullary spaces; it was, 
in fact, a true osteoma developing in and completely surrounded by cicatricial tissue. 
The formation of an osteoma after injury to muscle may be due either to tearing 
away and transplantation of periosteum, or the metaplasia may be the result of 
chronic inflammation. The author does not think that either of these theories is 
applicable to the present case, and believes that the growth was not due to any local 


cause, but probably resulted from some general condition giving rise to disturbed 


calcium metabolism. A. Lions SMITH. 


Myotomy by the Transverse Fascial Incision: Death from an 
unusual cause. 

June (Muenchener m. Wcehns., 1909, No. 51, S. 2659) reported the following 
case to the Erlangen District Medical Society, and exhibited the specimens :— 

A woman, aged 44, virgo intacta, was operated upon by transverse incision through 
the fascia for a myoma extending a hand breadth above the navel. The extraction 
of the tumour through the very tense abdominal wall was difficult and required 
considerable force; otherwise the total extirpation was easily performed, but five 
days after the operation the woman died under pronounced symptoms of peritonitis. 
While she was yet alive a very nodular tumour had been felt at the right lower 
border of the liver and had been taken to be the gall-bladder full of calculi; the 
possibility of rupture of the gall-bladder was therefore thought of. At the autopsy 
this tumour proved to be a myoma as large as two closed fists; its pedicle, about as 
thick as a finger, showed distinct traces of recent rupture, from which serofibrinous 
peritonitis had developed. The spot from which the pedicle had been torn was 
afterwards discovered upon the extirpated myoma. This mishap must certainly be 
attributed to the transverse fascial incision, the great advantage of which is that in 
the Trendelenburg position the upper part of the peritoneal cavity is not exposed at 
all. In this particular case, owing to the tense abdominal walls, the amount of force 
employed to extract the tumour contributed to the rupture. Had the longitudinal 
incision been employed the accident would not have been overlooked. JuNG is a 
pronounced adherent of the transverse incision, the advantages of which he 
thoroughly appreciates, but, owing to this experience, will in future, when dealing 
with large tumours, revert to the longitudinal incision. The only similar experience 
recorded occurred to Czempin in extirpating a myoma by the vagina. J.J. M. 


Carcinoma of the Uterus in Gravid Women. 

F. Grnssure (1.D., Berlin, 1909. Muenchener m. Wchns., 1909, No. 51, S. 2656) 
describes 10 cases from Professor Bumm’s Klinik; six have died, and one has been 
lost sight of. Only in 3 of the 10 cases was the carcinoma recognized during the 
pregnancy. In any operation during or at the termination of pregnancy hemorrhage, 
by almost general consent, is to be feared, but the author’s cases show it may easily 
be avoided by foresight and caution on the part of the operator. No improvement 
in the results of carcinoma complicated by pregnancy can be hoped for unless the 
patients are submitted to operation as early as possible. J.J. M. 


The Pathology and Treatment of Malignant Chorionepithelioma. 

HitscHMANN and Curistoro.etti (Muenchener m. Wcehans., 1909, No. 41, S. 2130), 
at the recent Congress at Salzburg, declared that the idea that the prognosis of 
chorionepithelioma was absolutely unfavourable could not be maintained. Spontaneous 
cure is occasionally seen even in cases in which there are definite metastases and 
pulmonary embolisms. No histological distinction can be drawn between cases with a 
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rapid malignant course and those benign ones which are cured spontaneously. We 
cannot even clinically foretell malignity. It is futile to operate as for carcinoma by 
laparotcmy with excresis of the glands, for the glands are involved through the 
blood stream, not because of their proximity. Every operation of that kind leads 
to a generalization of the disease, and cases which, before operation were relatively 
benign, afterwards run a rapid downward course. Cases not operated upon show 
fewer metastases than those operated upon. Except in the vagina the metatases do 
not occur till comparatively late. The method of operating, especially vaginal 
methods, may induce an artificial malignity. Laparotomy preceded by clamping the 
blood-vessels offers the best prospect of avoiding generalization. 

In the discussion, in which Mayr, Déderlein, and Veit took part, it was insisted 
that as we cannot distinguish between a benign deportation of chorionic villi and 
the serious fatal cases, the researches of Hitschmann have not made any advance in 
our pathological anatomical knowledge. Déderlein could not admit that the method 
of operating might accelerate metastasis. J.J.M. 


Displacements of the Ovary 

C. H. Serrz (Zeitschr. f. Geb. u. Gyn., Bd. lxv., Ht. 2) discusses the varieties, 
causes and effects of displacement or dislocation of the ovary. The normal position 
is in the fossa obturatoria (Waldeyer), the space bounded in front by the peritoneal 
fold formed by the round ligament, and behind by the fold formed by the ureter 
and internal iliac artery, and divided into anterior and posterior divisions by the 
broad ligament. Any displacement of the ovary from this position is pathological : 
forward displacement (anteflexio) is present when the ovary lies in the utero-vesical 
pouch; backward displacement (retroflexio) when it lies in the fossa hypogastrica 
(the space bounded in front by the internal iliac artery and behind by the utero- 
sacral ligament), and descent or prolapse, when it lies in the fossa recto-uterina 
(Douglas’s pouch). 

The causes of these displacements are, (1) predisposing: abnormal length of the 
infundibulo-pelvic and ovarian ligaments, congenital or acquired; (2) exciting: 
mechanical causes, such as trauma, and topographical changes in neighbouring organs, 
such as pregnancy, puerperium, over-distension of bladder, etc. 

The effects produced may be congestion, ceedema and hemorrhages in the displaced 
organ, and even torsion of the pedicle or odphoritis. 

Seitz gives an account of five cases he has personally observed of forward 
displacement, with symptoms and treatment. 


Teratoma Strumosum Thyroideale Ovarii. 

C. C. Norris (Amer. Journ. Obstet., Dec., 1909), in reporting a case of this 
tumour, mentions the theories advanced as to their origin, and describes their clinical 
and histological characteristics. He considers its malignancy can always be proved 
by microscopic examination. A minute description of the tumour concludes the 
article. J.B. B. 


Some Chemical and Chemico-physical Data regarding the Fluids 
in Cystic Tumours of the Uterine Adnexa. 

Santr (La Ginecologia, September 1909) reports researches which he undertook 
to supplement investigations made by others on the chemico-physical constitution of 
cystic fluids, also to discover whether such a relation could be established between 
the nature of the cystic wall and of its contents, that would serve as a basis 
for the classification of these tumours. The seven types of tumour examined 
included a pseudo-mucinous ovarian cyst, a cyst of the corpus luteum, a luteinic 
cyst secondary to vesicular mole, a parovarian cyst, and a hydrosalpinx. In every 
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case the anatomical constitution of the wall was studied with regard to the secretion 
of its investing epithelium; the density, osmotic pressure, electric conductivity, 
viscosity, and total nitrogen content of the liquid were ascertained, and in addition 
the nature of the dry residue and of the ash was determined. He gives data 
from which it may be deduced (1) that fluids obtained from the same tumour may 
have a different molecular concentration (reaching in one case to ‘03°). The same 
variation may be noted in the viscosity, the total nitrogen content, and the specific 
electric conductivity. (2) That the molecular concentration of the various cystic 
liquids, even of thcse which are evidently the product of epithelial secretion, 
approaches very nearly the average given by various investigators for the A 
of blood serum. The data are very similar to those obtained by Onorato and Moro 
for the liquids of cystoma. (3) That the results of researches on the density, 
viscosity and total nitrogen content of cystic liquids in the cases of hydrosalpinx and 
parovarian cyst agree with those which Moro got for the transudates. It should be 
borne in mind that these data are of the highest importance for the diagnosis of 
transudates. (4) That the viscosity in the case of parovarian cysts, of hydrosalpinx 
and of cysts of the corpus luteum is inferior to that of human blood serum. It is 
very much inferior in the case of glandular cystoma, and almost equal in the case 
of luteinic cysts. (5) That in the various liquids examined there exist no relations 
between A and the dry residue or the viscosity or the density. This is analogous to 
what was noted for the serum of blood and of lymph by Straus, Simon and Drago. 
(6) The specific electric conductivity of the cystic fluids examined was superior to 
that of blood serum. J.H.F. 


Torsion of the Pedicle of Solid Tumours of the Ovary. 

Gust (Revue de Gynécologie et de Chirurgie Abdominale, January-February 1909) 
writes of a patient admitted to hospital suffering from symptoms of intestinal 
obstruction. He performed laparotomy and then discovered a solid tumour of the 
ovary having a twisted pedicle. The patient was a woman, 60 years of age, who 
had always enjoyed good health; her pregnancies and labours had been normal; the 
menopause had occurred many years previously; there had been no symptom of 
disease of the genital organs since. The patient was seized with severe pain in 
the lower abdomen during a paroxysm of coughing. The abdomen was slightly 
distended and a tender mass the size of a fist could be felt in the left iliac fossa. 
On opening the peritoneum a quantity of blood-stained fluid was found; the left 
iliac fossa was occupied by a solid ovarian tumour having a twisted pedicle. During 
its remeval it ruptured, and a quantity of placenta-like substance escaped. The 
patient did well for some days, but succumbed later from pulmonary complications. 
Microscopical examination of the tumour showed it to be a sarcoma. 

Guibé considered the case worth recording, for, although not a curiosity, it was 
an example of a condition by no means common. Very diverse statistics are quoted 
by the author as to the frequency of torsion of the pedicle of solid tumours ofthe 
ovary, and he concludes that this complication is of much more frequent occurrence 
than is generally believed. The length and slenderness of the pedicle certainly 
predisposes to torsion, and it is for this reason that torsion of the pedicle of ovarian 
fibromata occurs more frequently than that of any other variety of solid ovarian 
tumour. 

Torsion may be due to sudden alteration of position, to pressure from adjacent 
organs, to irregular growth and, according to Rokitansky, when two tumours are 
present, growth of one may cause torsion of the pedicle of the other. Adhesions to 
surrounding parts may offer an absolute obstacle to torsion of the pedicle, but in the 
author’s opinion adhesions are not of so frequent occurrence as is generally believed. 
Statistics as to the occurrence of adhesions are probably inaccurate, for, as he points 
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out, in the case operated on by him immediately the symptoms arose, no adhesions 
were found; whereas, if the patient had been left for some days without operation 
the tumour would certainly have been adherent to surrounding parts. Owing to the 
frequency with which solid tumours of the ovary are of bilateral occurrence, Guibé 
insists on removal of both ovaries combined with subtotal hysterectomy. 

A, Lionet Smita. 


An Authentic Case of Catheterization of the Fallopian Tube in 
Living Subject. 

Caterina (Za Ginecologia Moderna, October 1909) read, before the Congress of 
the Societé Italiana di Ostetricia e Ginecologia, assembled at Rome last October, a 
communication entitled Un caso positivo di sondaggio della tromba di Fallopio nella 
vivente. It appears that Caterina was applying the curette to the interior of a 
uterus, and passing a sound to ascertain the depth of its cavity he found that it 
entered into the left Fallopian tube for the greater part of the length of its canal. 
This fact seemed, in his opinion, easy to prove because the uterus was rotated on 
its long axis to the right, that is to say, it lay in right latero-version. The left side 
therefore presented directly forwards, so that the sound could be, he maintained, 
easily defined lying with its extremity in the canal of the left tube. 

[An important case, but not convincing. It is to be hoped that Dr. Caterina will 
publish it in full. It is only when the peritoneal cavity has been laid open through 
an abdominal incision so that the sound may be both seen and felt in the Fallopian 
tube that catheterization can be actually proved. The uterine sound is not rarely 
pushed through the fundus of a soft uterus and passed for several inches into the 
peritoneal cavity with little or no consequent trouble to the patient. When this 
accident occurs, it is natural that the operator should fancy that the instrument 
has passed into the tubal canal up to and beyond its ostium.—/lep.] 


ALBAN Doran. 


Tubal Pregnancy and Decidual Reaction in the opposite Tube. 

Ferronti (Annali di Ostetrica, November, 1909), after referring to the researches 
of Webster and others on changes in the non-pregnant tube in tubal pregnancies, 
gives an account of observations he had personally made since 1907 on 9 cases in 
which removal of the whole adnexa was necessary. This was done in 7 cases 
because of tubo-ovarian lesion, and in 2 because of complication with uterine tumours. 
Three were cases of hematosalpinx, though in one the collection of fluid seemed in 
great part serous; two were cases of hydresalpinx ; one was a tuberculous condition ; 
one a chronic salpingitis; and one an adenomyoma of the tubal angle. All the tubes 
were microscopically examined with the aim of detecting decidual reactions, and in 
only two cases was the discovery positive, both being cases of hematosalpinx. In 
the serous hematosalpinx tube no decidual reaction was found, and it was absent in 
all the tubes affected with other lesions. 

The decidual cells were found only on some folds of the mucosa, and were 
disposed in patches chiefly where there were adhering coagulations. Over these 
patches the investing epithelium was well preserved, as in other parts of the tube. 

The first question which arose was whether any connection could exist between a 
previous pregnancy and the existing decidual reaction, since in one case tubal 
pregnancy had previously occurred in the affected tube and had been cured by 
medical treatment. The pregnancy, however, had occurred five years before, while 
the collection of blood and the masses of decidual cells were evidently of recent 
formation, and there was no trace of contemporaneous ovular elements. 

The second question regarded the causal relation between hematosalpinx and 
decidual formation, and Ferroni is inclined to consider the hematosalpinx as a 
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consequence of the decidual reaction and not a cause, since the latter was 
absent in all cases of fluid distension, even when that fluid was partly sanguineous. 
Whether certain anatomical peculiarities of the tube favour decidual reaction is a 
point still to be established, as is the question whether such a reaction would 
predispose to pregnancy. From examination it could not be said that the tubal 
decidua was analogous to that of the uterine mucosa, and also pregnancy had 
occurred simultaneously in the opposite tube. Leaving for the present, questions 
which further investigation may solve, it is certainly allowable to conclude that 
decidual reaction in the non-pregnant tube is not infrequent in cases of ectopic 
gestation, that some forms of hematosalpinx undoubtedly show it in preference 
to other pathologic conditions, and that this association may justify a more accurate 
revision of cases of affirmed twin tubes in which it is impossible to find the presence 
of ovular elements, but which present macroscopic and microscopic characteristics 
similar to those described. J. H.F. 


Ovulation and Menstruation. 

Prnarp (Annales de Gynécologie et d’Obstétrique, Dec. 1909), discussing the 
relation between ovulation and menstruation, shows in how large a percentage of 
cases menstruation is not the consequence of ovulation, and that a perfect ovulation 
(as proved by subsequent pregnancy) repeatedly takes place without bringing on any 
period. He mentions that out of 10,886 patients at the Clinique Baudelocque 505 
became pregnant during a period of amenorrhea (frequently due to lactation). He 
gives details of four interesting patients :— 

A., aged 27, was delivered of her first child in 1900, and had her fourth in 
November 1906. During the whole 7 years menstruation was absent. 

B., aged 29, was deliverd of her first child in June 1902; the fourth was born 
November 1908. Amenorrhea during the whole 8 years. 

C., aged 38, had her first six children between 1892-1901. Amenorrhea 9 years. 

In each of the above cases the infants were suckled for 11-20 months. 

D., had her second child October 17 1896. It was bottle-fed. Third child was 
born September 17 1897, and the eighth on November 30 1906. From the third 
child onward all were breast-fed. There was complete amenorrhea during the 
11 years (1896-1906), during which she had these 7 children. CW. 


A Case of Superfcetation. 

Catpernit (Gynecologische Rundschau, Jahrg. iii, Heft 23).—For ten months a 
woman, ext. 48, had not menstruated. She was supposed to be at the menopause, 
until hemorrhage appeared, which a midwife believed to be an abortion. A three 
months’ macerated foetus was delivered. The bleeding continued, and on vaginal 
examination an ovum of about one month’s development was delivered. 

The vagina consisted of two parts separated by a septum, but the uterine 
cavity was single. The foetus was 9cm. long, and weighed 16grams, while the 
ovum weighed 13 grams. Two ova had been fertilized at an interval of two months. 

E. 8. C. 
The Influence of Age and Parity of the Mother on the Number of 
Uni-ovular and Binovular Twin Births 

W. Wernserc (Zeitschr. f. Geb. v. Gyn., Bd. lxv, Ht. 2) has used statistical 
tables of the birth-rate, etc., as the basis of his enquiry. The liability to binovular 
twins increases with parity and age. 


Depopulation in France. 
Detmas, Montpellier (Z’Obstétrique, Dec., 1909) discusses criminal abortion in 
its medico-legal aspects and the methods of trying to prevent the advertisement of 
‘ 
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means of procuring abortion. Abortions are increasing in number and in prepcrtion 
to full time births; thus in Lyons, Lacassagne estimated the abortions at 19,000 
per annum and the births at from 8,000 to 9,000. E. H. L. O. 


Incarceration of the Pregnant Uterus. 

R. W. Losenstine (Amer. Journ. Obstet., Dec., 1909) bases his paper on 23 cases 
of backward displacements, in which 9 showed marked symptoms of incarceration. 
He draws attention to some clinical differences existing between cases of retroversion 
and of retroflexion of the pregnant uterus. The latter condition, he says, is more 
frequent than the former ; in it urinary symptoms appear early (12th week), spontaneous 
reposition takes place more easily, and sacculation of the uterus is not infrequent. 

The author lays stress upon the fact that the symptoms of a true incarceration are 
referable to the bladder and not to the uterus, and deals with four chief conditions : 

(a) Retention of urine with severe idiopathic hemorrhage from the bladder. 

(b) Severe hemorrhage, first appearing after catheterization for retention due to 
incarceration. 

(c) Spontaneous rupture of the bladder. 

(d) Gangrene of the bladder. 

The theories of causation of these occurrences are discussed. With regard to 
treatment, the writer advises reposition under anesthesia after complete emptying 
of the bladder, and if this fails, suggests the two courses of posterior colpotomy or 
laparotomy. His own opinion is in favour of the latter. J. B. B. 


The Treatment of Placenta Previa. 

J. Vert, Halle (Berliner kl. Wchns., 1909, No. 47), gives as an essential condition 
for the treatment of placenta previa a certain amount of skill on the part of the 
operator so as to avoid detaching the placenta in his manipulations and to be able to 
suture a laceration of the cervix. When the child is dead and immature he 
recommends Braxton Hicks’s version and patience; when the seat of the placenta is 
lateral, marginal and deep, if the head presents, rupture of the membranes, otherwise 
metreurysis for about 8 hours, and then, all being in readiness for suture of a tear, 
version and extraction; in placenta previa centralis, either accouchement forcé with 
preparation for suture and, if wanted, previous colpeurysis for some hours, or 
anterior hysterectomy and immediate delivery. 

Anyone who is not sufficiently skilled so to act should merely plug the vagina 
with gauze or colpeurnyter and have the patient transported into a klinik as soon 
as possible. 


A. Diurssen, Berlin (Berliner kl. Wchns., 1909, No. 50), in dealing with placenta 
previa, absolutely discards not only abdominal Cesarean section as Veit does, but 
also accouchement forcé. He holds that this method is never justifiable in hospital 
practice, as, in spite of the skill of the operator and of plentiful expert assistance, 
the parturient is exposed to injuries and dangers that can be avoided by employing 
other methods of delivery; on the other hand, the metreurynter incision he has 
himself proposed is in every respect better than accouchement forcé and can be 
conscientiously recommended to every practitioner who has had the opportunity of 
practising it cn the phantom. It is above all cases suitable when the life of a 
viable child is in danger, or when the hemorrhage cannot be arrested by metreurysis. 
with automatic traction. 


MERKEL (Muenchener m. Wcehns., 1909, No. 51, S. 2666) reported recently to 
the Nuremberg Medical Society the results he had obtained in cases of placenta 
previa in his private practice. He had had 59 cases in a total of 2,012 accouche- 
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ments. Under the treatment hitherto accepted : plugging, rupture of the membranes, 
forceps, Braxton Hicks’s version and metreurysis, 2 mothers out of the 59 died; in 
one case the placenta, entirely detached, lay in the vagina when medical aid was first 
sent for, and, in spite of immediate version and extraction, it was not possible to 
save mother or child; the mother died an hour after delivery. Of the 59 children 
40 were born alive; of the 19 born dead, 6 were born in from the 26th to the 32nd 
week of pregnancy, and could hardly have been saved in any case. 

The maternal mortality therefore was 3°39 per cent. ; that of the children 32°2 per 
cent., results which compare with the best. Nevertheless, better results may be 
obtained by the timely summons of the doctor, and it may be that, by the modern 
practice of operative midwifery, abdominal or vaginal Cesarean section, not only 
many maternal lives, but also many infantile lives may be saved, especially under 
hospital treatment. The operation is worth special consideration in cases of placenta 
previa in aged primipare with rigid cervix, etc. J.J. M. 


Eclampsia. 

A. Dient, Oppeln (Zentralbl. f. Gyn., 1909, No. 50) looks upon eclampsia as a 
disease due to an overcharging of the blood with fibrin. For treatment he recom- 
mends delivery in the most rapid way possible (vaginal Cesarean section), followed 
by the intravenous injection of hirudin, and a diet poor in chloride of sodium. The 
same diet is recommended as prophylactic in cases of hydrops gravidarum, and after 
eclampsia should be persisted in during the puerperium. 


J. Horn (Muenchener m. Wchns., 1909, No. 51, S. 2654) gives statistics of the 
cases of eclampsia treated in the Lying-in Hospital at Christiania from 1889 to 1908, 
which show that the percentage of mortality, which under expectative treatment with 
the administration of various drugs had been almost constant, after the adoption 
of active measures in all severe cases during the last three years fell suddenly to 
about one-half. J.J.M. 


Calcium and Eclampsia. 

A. C. Hatrorp (Australasian Med. Gazette, vol. xxviii, No. 11) draws attention to 
calcium metabolism in relation to albuminuria in the later months of pregnancy. 
He quotes five cases in his own practice in which the administration of calcium 
lactate has caused the rapid disappearance both of albuminuria and its attendant 
cedema. At present no opportunity of testing this drug in a definite case of eclampsia 
has arisen. : J. A. W. 


Obstetric Treatment of Eclampsia in the immediate future. 

Hector Trevus (Muenchener m. Wchns., 1909, No. 50, S. 2600) discusses the 
surgical treatment of eclampsia, and advances statistics to show that no advantages 
are to be hoped for from operations: Cesarean section, both by the extraperitoneal 
and vaginal methods, give, he asserts, the same mortality as the earlier methods of 
treatment; decapsulation of the kidneys is generally to be avoided or proves useless. 
In relation to it prophylaxis must be depended upon, and the urine should be 
repeatedly examined during pregnancy. 

Placenta previa is not to be dealt with by operation except when such operation 
is absolutely necessary, though under such circumstances it is possible, in hospital 
practice, to improve the prognosis for both mother and child. 

In contraction of the pelvis, when not excessive, Treub recommends the induction 
of premature labour, the results of which are more favourable. 

Generally Treub’s conclusion is to dispense with surgery as much as possible, 
though we cannot do so entirely. u J.J. M. 
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Vaginal Cesarean Section for Eclampsia and Carcinoma. 

Fecix Humpert (1.D., Strassburg, 1909. Auenchener m. Wcehns., 1909, No. 57, 
S. 2657) discusses vaginal Cesarean section as treatment for eclampsia, and concludes 
that, although the operation cannot be accepted as a sovereign cure for eclampsia, 
its favourable primary and ultimate results, compared with all other obstetric 
operations, makes it, under favourable pelvic conditions, the best method of 
emptying the uterus, at any period of pregnancy, in the most rapid and safe way 
possible. He gives statistics from the Strassburg University Klinik: Vaginal 
Cesarean section, followed by total extirpation of the uterus (for carcinoma) : 
66 cases, 58 of which are available, showing a primary mortality of 6, a primary 
cure of 52, and only 14 recurrences. Abdominal total extirpation, with or without 
Cesarean section, 48 cases, 46 available: primary mortality 15, primary cure 31, 
recurrences 14. Since 1895 there have been 31 cases, of which 29 are available : 
primary mortality 7, primary cure 22, recurrences 9. An excellert list of the 
publications upon vaginal Cesarean section, for eclampsia, for carcinoma and other 
causes is appended. J.J. M. 


Is there a Special Form of Jaundice Associated with Pregnancy? 

P. Rassmann (Zeischr. f. Geb. u. Gyn., Bd. Ixv., Hh. 2), in a clinical and literary 
study, enquires whether there is any justification in placing a special form of jaundice 
amongst the diseases of pregnancy. Many writers have attempted to do this, and 
have ascribed it to an intoxication arising from the ovum. 

The author discusses the various theories which have been put forward, and 
shows that they do not rest on a firm basis. Jaundice associated with pregnancy is 
rare, and most of the cases are due to gall-stones, as was the case in two of his cwn 
patients, whose clinical history he gives. When jaundice is complicated by pregnancy 
the prognosis for the mother does not appear to become worse: the child, too, dces 
not run special risks, a fact which is borne out by experimental work, for ligature 
of the bile duct in pregnant animals does not kill the embryo. Naturally, both 
mother and child run more risks than if there were no jaundice; but there is no 
special risk to the latter from the presence of bile-acids in the blood, but the life of 
both may be endangered by the complications liable to arise in any case of jaundice, 
e.g., the primary cause, whatever it is, seccndary nephritis, etc. There is never any 
indication for the induction of premature labour or aborticn. Treatment must be 
on the usual lines, surgical or otherwise, suitable for the individual case. The 
author draws the following conclusions :— 

(1) There is no special form of jaundice, peculiar to pregnancy or menstruation. 

(2) So far there has been no prcof that the so-called “recurrent jaundice of 
pregnancy ” depends on an intoxication from the ovum. 

(8) Any changes in the liver in pregnancy, associated with jaundice and tex:emic 
symptems, belong to eclampsia. 

(4) The best treatment for severe jaundice in pregnancy is surgical. 


Acute Yellow Atrophy and Migration of Chorionic Elements. 
Acconct (Annali di Ostetricia, November, 1909) showed to the Italian Congress 
cf Obstetricians at Rome preparations in which there was evidence of the presence 
of syncytial elements in the heart and cells of Langhans in the hepatic vessels. 
He concluded, from these discoveries, that acute yellow atrophy was the consequence 
of a toxemia due to pregnancy. It was objected by others (1) that the presence 
of biliary acids in the blood may deteriorate the elements of the villi and provoke 
embolism, jaundice being thus the cause of the migration of chorionic cells; (2) that 
though there might be anastomosis between the uterine circulation and the portal, this 
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would not explain the passage of cells in an extra-uterine pregnancy like the case 
cited by Acconci; (3) that in some cases of acute yellow atrophy there was no 
evidence of placental disease. 

Pestalozza supported Acconci’s view, and considered the presence of abnormal 
elements in the circulation as a proof of the actual cause and origin of the toxemia. 
Such an abundant demonstration of placental embolisms showed that the investing 
epithelium of the ovum must have been altered, as no such migration occurred in 
normal states. Where the elements were carried, toxins were doubtless also carried, 
and, since symptoms of toxemia had preceded jaundice, probably the syncytial 
elements had caused the hepatic changes. J. H.F. 


The Treatment of Fibromata during Pregnancy. 

Ep. Kurrerato (the late) (Journal m. de Bruxelles, 1909, July 1) wrote :— 
Fibromata need no treatment during pregnancy unless they are actively detrimental 
to the pregnancy. In that condition, as a rule, these tumours enlarge, and become 
softer and somewhat cedematous : they may change their position in the uterine wall, 
but seldom show any true process of softening. 

Many uterine fibromata exert no influence at all on pregnancy. Naturally their size, 
and especially their position, is important; the most dangerous are those which are 
submucous. Their possible consequences may be: (a) interruption of the pregnancy 
when hemorrhage may be dangerous; (b) hemorrhage without abortion, though this 
is rare; (c) reroflexion or retroversion of the uterus; (d) violent pain and local 
peritonitis; (e) symptoms of compression ; (f) abnormal positions ; (7) rapid emaciation 
and cachexia. 

The treatment is very variable. Induction of abortion is often beset with great 
difficulties which not infrequently compel total extirpation of the uterus. Premature 
delivery is only justified by extreme dyspnoea, and, generally, no special treatment 
should be attempted as long as the pregnancy takes a normal course. Operations 
for the removal of the tumour during pregnancy are to be avoided; on the other 
hand, one must interfere if complications are present. Fibromata of the os, for 
example, which lead to suppuration and hemorrhage, must be removed, and an 
operation may be necessary when the size of the tumour makes the pregnancy itself 
a source of danger. An attempt, however, must always be made to shift the tumour 
into a position in which any symptoms of compression it may cause will be more 
easily borne. By so doing wonderful results are sometimes obtained, but no force 
should be employed. If it prove impossible to shift the-tumour one must operate, 
but, if one can, conservatively by laparotomy. Total extirpation, however, is so far 
better than Cesarean section inasmuch as the tumour impedes free discharge of the 
secretions. If the fibroma cannot be removed one must perform Cesarean section 
and remove the ovaries to prevent subsequent conception. Opinions differ as to 
whether the extirpation of the uterus should be total or otherwise; the mortality is 
about the same for the two methods, some 6 to 8 per cent. J.J.M. 


Operations during Pregnancy upon the Pelvic and neighbouring 
Abdominal Organs. 

W. Gorvon Grant (7'ransvaal Med. Journ., vol. v, No. 4, p. 74) considers that a 
review of the literature of this subject clearly shows that abortion does not so 
commonly follow operations during pregnancy as was formerly believed. The chief 
conditions that affect the course of gestation after injury or operation seem to be: 

1. Hemorrhage. If this is not so severe as to endanger the mother’s life the 
pregnancy continues, but a hemorrhage dangerous to life, if recovered from, is 


commonly followed by abortion. 
‘ 








136 Journal of Obstetrics and Gynecology 


2. Thrombosis from any cause is almost invariably followed by abortion. 

3. Toxcemic conditions due to active suppuration, e.g., acute pyosalpinx, appendi- 
citis, usually cause abortion. Possibly this may be the explanation of the frequency 
with which patients with twisted ovarian tumours miscarry. 

4, Situation and character of the Injury or Operation. So long as the uterine 
and placental circulations are not interefered with operations on or injuries to the 
uterus are seldom followed by abortion. Mere handling of the uterus or incisions 
into it seldom make it contract sufficiently vigorously to expel its contents; the same 
holds good for penetrating wounds. On the other hand, a small subplacental 
hemorrhage, whether the result of operation or injury, nearly invariably ends the 
pregnancy. 

These points should be considered before undertaking any major operation 
during pregnancy, and if the mother’s condition will permit, is is probably safer to 
postpone the operation till the child is viable. But the exceptions are so numerous 
that it is impossible to lay down any hard and fast rules. 

Minor gynecological operations may be safely undertaken. The author has twice 
amputated the cervix and performed several plastic operations for prolapse without 
interrupting the pregnancy. J. A. W. 


Appendicitis in Pregnancy. 

F. Srduer, Siegen (Zentralbl. f. Gyn., 1909, No. 50), reports two acute and one 
chronic case of apppendicitis in pregnancy, all running a favourable course for the 
mother after operation. Abortion of a dead embryo supervened ten hours after 
operation in one case; in the other two neither gestation nor labour was effected. 

J.J. M. 


Appendicitis Complicating Pregnancy, Labour, and the Puer- 
perium. 

Patmer Finpiey (Amer. Journ. Obstet.), in an article on this subject, recounts 
seven cases, and in reviewing them states that recurrent attacks of appendicitis 
may be precipitated by pregnancy, labour and the puerperium, and draws attention 
to the fact that severe cases may be mistaken for puerperal infection of the uterus 
or its appendages. He considers that mild attacks do not alter the course of 
pregnancy, but that severe attacks commonly interrupt it, and may lead to the 
death of the foetus, either in utero or shortly after birth. 

Regarding operation, the author deprecates intervention in mild cases unless they 
are often repeated, but thinks that a woman in the child-bearing period who has had 
appendicitis should be operated on in view of the liability to recurrent attacks in the 
event of pregnancy. Severe cases should be operated on at once, and when occurring 
near the end of gestation or in labour the speedy termination of the pregnancy, 
followed by immediate removal of the appendix, is the course advised. J.B. B. 


Pseudotumor Cerebri occurring first in one Pregnancy and 
recurring in two subsequent Pregnancies. 

W. Noten, Leyden (Berliner kl. Wehns., 1909, No. 50) reports: A woman, aged 
40, already the mother of 11 healthy children, born after normal labours, was for 
the first time, in her twelfth pregnancy, affected by somnolence, left-sided headache, 
right-sided hemiparesis, tremor of the right paretic arm and contralateral oculo- 
motor paresis: some weeks after delivery she had completely recovered, and then, 
after conceiving again, aborted without manifesting any morbid symptoms. In her 
14th pregnancy, however, she suffered in the same way as in her 12th, but so much 
more severely that labour was induced prematurely, whereupon she got well with 
startling rapidity. Conceiving again for the 15th time, she suffered in the same way. 
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Now, 10 years later, she is perfectly well. Nolen suggests that these symptoms of 

cerebral tumour may have been caused by swelling of the hypophysis, which does 

happen in pregnancy, or by hyperfunction and the consequent cerebral pressure. 
J.J. M. 


On the Sterilization of Tuberculous Gravide by Extirpation of 
the Uterus and Adnexa. 

D. ScuerscHewer (I.D., Berlin, 1909. Muenchener m. Wcehns., 1909, No. 51, 
S. 2656) discusses the literature bearing upon this subject, and describes 10 cases 
operated upon by Professor Bumm, which show that the results of total extirpation 
are favourable. Another case is reported from the Marburg Klinik. It appears 
from the anamneses that not only was there a considerable diminution in the 
tuberculosis in all the cases, but also a notable improvement in the general condition 
of all the patients. A positive improvement occurred in all instances. J.J. M. 


Engagement of the Head in the Antero-posterior Diameter of the 
Pelvic Brim 

D. Liepmann (Zeitschr. f. Geb. u. Gyn., Bd. lxv., Ht. 2).—When the head enters 
the brim with the saggital suture in the antero-posterior diameter, the occiput may 
be directed either forwards or backwards: if the former, the back of the child lies 
directly anterior, and the presentation is called occipito-pubic : if the latter, the back 
lies directly backward, and the presentation is occipito-sacral. This presentation is 
known in Germany as the “hohe gradstand,” which, translated, literally is the “high 
antero-posterior presentation.” 

The author gives the views of other writers, with their statistics. The presenta- 
tion is a rare one; in the last 5 years the author has noted 4 occipito-pubic and 
4 occipito-sacral. The former is the commoner. Details of these cases are given. 
Of the 4 occipito-pubic cases 3 ended spontaneously, and one required high forceps. 
They are commonest in multiparew, and contracted pelvis is not a cause. The best 
treatment is to wait; if descent of the head has not occurred within a reasonable 
time the proper course is to rotate the head with the hand and to extract with 
forceps. v 

The occipito-sacral presentation is more serious. Of the author’s 4 cases, only 
one ended spontaneously, 2 required high forceps, and one perforation. They are 
commonest in primigravide, and spontaneous termination is unusual. Contracted 
pelvis is not a causative factor, and it is difficult to offer an adequate explanation of 
of the cause of this presentation. The author thinks that the occipito-pubic presenta- 
tion is commoner than is usually supposed, but that it is not as a rule diagnosed. 


Spontaneous Rupture of the Uterus: its AEtiology and Treatment. 
ABertT SANDBERG (I.D., Freiburg, 1909. Muenchener m. Wchns., 1909, No. 61, 
8. 2657) has found from the cases recorded that 11°9 per cent. occur in primipare. 
Generally some obstacle to the passage of the object to be born through the birth 
canal whereby an overdistension of the lower uterine segment is caused, is a 
condition for the occurrence of rupture during labour. But other factors, such as 
rigidity of the os, also share in the etiology of this accident. That in some cases 
the rupture is to be attributed entirely to a relaxed condition of the abdominal walls 
was proved by a communication of Olshausen’s to the Berlin Obstetrical and 
Gynecological Society, in 1909. The seat of the placenta also has some influence. 
Most of the recorded cases have been dealt with by laparotomy, many quite 
successfully. J.J. M. 


‘ 
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Colpoporrhexis. 

Evcene Messerscumipt (I.D., Freiburg, 1909. Afuenchener m. Wcehns., 1909, 
No. 51, S. 2656), on the basis of material from Professor Krénig’s Klinik, discusses 
laceration of the vaginal vault during labour; he points out that the diagnosis of 
such colpoporrhexis is by no means easy, and is not always possible before delivery, 
for it may happen without any previous warning symptoms. The prognosis, though 
better than that of rupture of the uterus, is, nevertheless, very serious (85% : 60%). 
The prognosis tor the child is more unfavourable. It may be granted that the 
prospects for the next confinement are by no means good, but the danger must not 
be overestimated. The treatment should be directed to delivering the woman and 
then to the care of the laceration. J.J. M. 


Rapid Premature Induction of Labour by Dilatation. 

Bosst (Gynecologische Rundschau, Jahrg. iii, Ht. 23).—In describing the 
technique, Bossi recommends :— 

1. That the patient be placed in a convenient position, preferably on a table, with 
elevated pelvis. 

2. The instrument should be introduced without a speculum, and guided by the fore 
and middle finger of the left hand. 

. The instrument should be inserted in the interval between the pains. 
. Dilatation should be carried out until there is moderate resistance of the cervix. 
. Further dilatation should be made between the pains. 
. Between each act of dilatation several pains should be permitted to occur. 
. On an average a complete turn of the screw should be made. 

Dilatation should be continued till the blades are separated by 9cm. to 10cm. 
The duration of dilatation should be from 5 to 15 minutes if the case is urgent, 
or where less urgency is required, up to one and a half hours. After completion of 
dilatation, the child should be removed with forceps. 

Statistical tables of 480 cases are given, of which 148 had albuminuria or eclampsia 
and 82 placenta previa. Twenty-six of the women died and sixty-four of the 
children. E.8. C. 


SID or 


Some Sequelz of Present-day Labour. 

J. O. Potax (Amer. Journ. Obstet., Dec., 1909) discusses the various puerperal 
conditions, such as injuries to the soft parts, displacements and delayed involution, 
and gives indications for their prevention and treatment. He again draws attention 
to the Champetier de Ribes bag as a useful dilator of the vagina and perineum in 


primipare. J. B. B. 
The Lactic Acid Bacillus in the Treatment of Infected Puerperal 
Wounds. 


JEANNIN (Ann. de Gyn. et d’Obstét., Dec. 1909) has had good results from this 
treatment of infected perineal tears, gluteal and mammary abscess, and sinus after 
laparotomy. He used a method recommended by Brindeau. A pure bouillon culture 
of lactic acid organisms is mixed with sterile sugar of milk solution so as to make a 
kind of paste to apply to the infected area. The actual strengths of the solution 
are not mentioned. 

Caruata tried this treatment in a case where severe suppuration with false 
membrane formation followed laparotomy for salpingitis. Peroxide of hydrogen 
failed to clean the wound in 15 days, so the lactic acid paste was applied four times 
in the next six days, by which time the suppuration ceased. 

BRINDEAU gives interesting details of a case where a woman had a laparotomy 
performed for general peritonitis. Half a pint of dirty-looking fluid was let out and 
three large drainage tubes inserted. Next day several litres of lactic acid bacillus 
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bouillon were introduced into the abdomen. Within 24 hours the discharge, which 
previously had been dirty, frothy liquid, became more purulent, and the next day 
was like ordinary pus. The patient recovered. He thinks it possible that the 
bacillus acts not only as an antiseptic but also as an exciter of leucocytosis. C. W. 


Retention of Pieces of Placenta and Fetal Membrane as a Cause 
of Puerperal Fever 
E. Puppen (Zeitschr. f. Geb. v. Gyn., Bd. Ixv., Ht. 2).—This paper is a criticism 
to one by R. Puppel (an abstract which appeared in this Journat, vol. xvi, No. 2, 
p- 183), who looks upon retained placenta and membranes as not very important. 
E. Puppel thinks otherwise, and quotes a list of cases to support his view. 


Miliary Tuberculosis in Childbed. 

Rose, Halle (Muenchener m. Wchns., 1909, No. 38, S. 1949), pointing out that 
though the pernicious influence of the puerperium upon existing tuberculosis is well 
known, that many tuberculous women die shortly after delivery, and that many cases 
of the acute onset of tuberculosis during the puerperium are reported, yet true 
miliary tuberculosis, the course of which resembles that of infectious disease, is one 
of the rarest complications of the puerperium. He gives brief notes of five collected 
cases, all rapidly fatal, and all supposed during life to be cases of puerperal 
infection; and a fuller report of an observation of his own which illustrates the 
extreme difficulty of diagnosis even when all available methods of research are 
employed. A previously healthy quintipara, 35 years of age, two days after an 
abortion fell ill with symptoms of severe sepsis. Her blood was repeatedly examined 
for germs with a negative result. She died on the 18th day after aborting. Both 
lungs were beset with miliary tubercles, but there were no old tuberculous feci. 

J.J. M. 


Malignant Tumours of the Placenta. 

Brinpeav and Natran-Larnier (L’Obstétriqgue, Dec., 1909) discuss all tumours, 
following on a pregnancy, containing characteristic elements of placental tissue. For 
these tumours they propose the name placental carcinoma. About 75 per cent. of the 
cases follow abortion, and about 40 per cent. have a history ofa previous hydatidiform 
mole. The authors believe that if the placentas had been examined histologically a 
much larger proportion would have been found to contain hydatidiform vesicles, Ina 
previous publication they have demonstrated that some moles reveal all the histological 
characters of deciduoma malignum. The symptcms of cachexia and so on pass off 
after the expulsion of the mole, it is true, but so they do also after the extirpation of 
a carcinoma. The symptoms are mentioned and the microscopic appearances are 
given in detail, divided into two classes according as the cells are derived chiefly 
from the plasmcdium or from Langhans’ layer. The action of the cells in disintegrat- 
ing the maternal tissue is described, and also the mechanism of the formation of 
metastases, with a special section on the tumours occurring in the vagina and in the 
para-uterine tissues. From their friable nature placental carcinomata are specially 
liable to sepsis. The tumours which follow a normal pregnancy—probably very rare 
in reality—grow at the expense of intra-maternal foetal tissues (placenta eztra- 
ovulaire), and can arise in two ways—viz., from the ectodermic cells which take on 
a plasmodial type and invade the uterine muscle, or from normal villi; in this second 
case the cancer will have the appearance of a molar villus. In both these cases 
the carcinoma is indistinguishable from the others save by the absence of a fibrous 
axis in their buds. In a case of ordinary normal pregnancy the cells of the placenta 
tend to die in the tissues they invade, while in the cancerous placenta the cells tend 
to destroy the tissues invaded. E. H. L. O. 


‘ 
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A Case of Pseudo-Hermaphrodism, externally masculine, com- 
plicated by Sarcoma of the Ovary. 

P. Bécouin (Revue de Gynécologie et de Chirurgie Abdominale, March-April, 
1909) writes of a child who, considered by his parents a boy, was in reality a girl, the 
mistake being discovered during a laparotomy for the removal of an abdominal 
tumour. 

The patient, a child 7 years of age, of somewhat effeminate aspect, had complained 
of gradual enlargement of the abdomen accompanied by occasional attacks of pain 
during the previous 6 months. On examination a hard, 'smooth, mobile tumour, 
about the size of the foetal head, was found occupying the lower abdomen. The 
external genitalia were apparently masculine. The penis, which was rather short, 
had a glans and prepuce; there was marked hypospadias. The scrotum was not 
situated normally below the penis, but partially surrounded it. The urethra did not 
accompany the penis normally, but almost immediately passed directly beneath the 
pubes. Between the penis and anus there was no trace of a vagina or vaginal orifice. 
On the right side there was a scrotal hernia which was thought to contain a testicle. 
Bégouin opened the abdomen in the mid-line; about half a litre of fluid escaped. A 
uterus was discovered in the pelvis and the tumour was found to originate from the 
left ovary. The left round ligament and tube crossed the anterior surface of the 
tumour. To the right of the uterus neither tube, ovary nor broad ligament could 
be discovered. The cervix and vagina were represented by thin fibrous bands 
which were divided, and the tumour, uterus and tube removed together. 
Examination of the hernial sac showed that it contained a tube and ovary; these 
were returned to the abdomen and the inguinal canal closed. 

The tumour was found to be a sarcoma of the ovary. At the present time, 4 years 
after the operation, the child is in good health in every respect and is being brought 
up as a boy. 

Errors of sex, in which a child, in reality a girl, is mistaken for a boy are 
extremely rare; the opposite, in which a boy is mistaken for a girl, is much more 
common, the error being frequently due to the presence of a perineal hypospadias. 

A. Lions, SmitH. 


The Department for Puny Infants (Le Service des Débiles) at the 
Paris Maternity. 

Macrier (L’Obstétrique, Dec., 1909) gives an account of his eighteen months of 
office in this work. The Pavillon des Débiles was opened in 1903, and has done good 
work, though, from the nature of the case, the total mortality is high. Deducting 
those admitted moribund and dying within 48 hours, we find that the death-rate was 
40 per cent. Of those weighing, on admission, less than 1,500 grams 74 per cent. 
died ; weighing 1,500 to 2,000 grams, who were the great majority, 38 per cent. died ; 
weighing 2,000 to 2,500 grams, 13 per cent. died. His predecessor, Porak, began the 
custom of trying to persuade the mothers to nurse their own children, with good 
results. Maygrier has extended this so far as possible, and finds that of 208 children 
suckled by their mothers 12 died within 48 hours of admission; eliminating these as 
before, we find a death-rate of 15 per cent., as against 60 per cent. in the case of 
those suckled by wet nurses. Cases followed up by Budin and by himself showed 
that the death-rate after dismissal was not higher than that of ordinary children. 

E. H. L. 0. 


The Artificial Feeding of Infants. 

A. G. Satter (Australasian Med. Gazette, vol. xxviii, No. 4) gives his experience 
on certain points in infant feeding. 

Purity of milk is the first essential, and the author is inclined to think that 
milk is more frequently contaminated in the patient’s house than in the dairy. 
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Dilution. In the majority of cases infants can digest much less-diluted milk 
than is commonly believed. If an infant of about three months old is found not 
to be thriving, constipated and passing curds, an alteration from half-and-half to 
undiluted milk will in all probability put it right. It has been proved that unless 
the dilution is at least half-and-half no noticeable effect is produced on the curd. 
Further, the presence of curds in the motions, if the infant is thriving, does not 
indicate any alteration in the composition of its food. 

Fat. The most common mistake in infant feeding is in giving too little fat; a 
large amount of fat is always discharged in the stools. The author believes that 
butter is the most satisfactory way of prescribing additional fat. 

Sour milk is a most valuable food for infants. They will thrive on it when all 
other forms are unsatisfactory. 

Dried milk is worthy of extended trial. The results reported to the British 
Medical Association meetings in 1908 at Sheffield are convincing. It is sterile, highly 
nutritious, not liable to cause scurvy nor so prone to contamination. 

Percentage composition is admirable in theory, but almost impracticable. Hence 
it cannot be seriously recommended for everyday use in practice. J. A. W. 


Théses de Paris (“‘ L’Obstétrique,” Dec., 1909). 

CEREBRO-SPINAL MENINGITIS IN THE SuckLinG. Colibert (Chacornac et Doutaut, 
édit.). This condition is common, and sometimes presents abnormal symptoms, such as 
convulsions, tetanus, hyperesthesia, as the cnly phenomena, or some are characterised 
by septic gastro-enteritis. In these cases lumbar puncture is the only diagnostic. 


PvuERPERAL OsTEomaLaciA. Huddes (Jouve, édit.) prefers treatment by surgical 
means to that by adrenalin medication—Fehling’s operation if the woman is not 
pregnant, Porro’s if she be so. 


On Mixx. Charropin (Jouve, édit.). The milk of cows fed on brewers’ or 
distillers’ draff or on sugar refuse is toxic to calves, and even more so to infants. 
The toxicity is not removed by boiling; such milk should not be sold. 


TEACHING oF PueERICULTURE IN ScHoots. Barthas (Michalon, édit.) maintains 
that the care of children should be taught to girls in all schools. 


TREATMENT OF Brow Presentations. Chevalier (Steinheil, édit.), writing under 
the inspiration of Pinard, treats of the mechanism of this condition, and discusses 
the indications for treatment. If the child be alive and there is no symptom 
indicating danger to mother or child, do not interfere at all, but if any danger 
threatens apply forceps if the head be engaged; if it be not, perform Cesarean 
section. If the child be dead craniotomy (basiotripsy) if the os be sufficiently 
dilated ; in the contrary condition, do a Porro. 


Tue CricaTrices or CrassicaL C#sAREAN Section. Singer (Jouve, édit.) discusses 
cicatrization in general, and that of uterine wounds in particular. 


Artiricia Suckiinc. André (Jouve, édit.) describes the use of a breast pump 
invented by Rohan, and gives the indications for its use—bad nipples, harelip and 
80 on. 


Earty APPLICATION OF BrEr’s GuassEs IN Mammary Inrections. Mesnard 
(Vigot fréres, édit.) claims that Bier’s cupping glasses applied early will abort attacks 
of lymphangitis. E. H. L. 0. 
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REPORTS OF SOCIETIES. 


NORTH OF ENGLAND OBSTETRICAL AND GYNACOLOGICAL SOCIETY. 


Meeting held at Manchester, Friday December 17, 1909, Dr. J. W. Martin (Sheffield), 
President, in the Chair. 


Dr. A. J. Wattace (Liverpool) opened a discussion on 
PREPARATION AND AFTER-TREATMENT IN CASES OF GYNXCOLOGICAL CcELIOTOMY. 


After dealing with the personal element in the patients, the importance of oral 
antisepsis was insisted upon. It was held that special dieting was of little value, 
since patients who were fed on ordinary diet up to the evening prior to operation 
day did just as well as those who were starved or semi-starved. In the same way, 
special purgation was quite unnecessary, one or two free evacuations on the day 
before operation being considered sufficient. Skin preparations was held to be of 
great importance, and the writer detailed the evolution of the method he used at 
the present time. The old method of scrubs and compresses was condemned, both as 
being unscientific and as causing the patient discomfort at a time when placidity 
ought to be aimed at. The guiding principles were to avoid softening of the skin 
with consequent detachment of epithelium and oozing of septic materials from the 
skin gland ducts; it was better to harden, to “tan” the epithelial layer, and to 
constringe the glandular orifices; finally, the hardened surface should be rendered 
antiseptic. Von Herff’s method of using acetone supplied the first two requisites, 
and the third was obtained by combining iodine with it. Dr. Wallace had the 
abdominal skin rubbed for several minutes with a mixture of equal parts of acetone 
and spirit, and then painted with a 3 per cent. solution of iodine in acetone. The 
results gained by this method were the best yet obtained. In special cases Déderlein’s 
“gaudanin” was employed in addition; this gave an absolutely aseptic surface of thin 
rubber. As an alternative, solutions of the various gums in acetone had been tried, 
and found to give excellent results. 

In after-treatmtnt, the semi-recumbent position was advocated in all cases for 
the first 12 hours, because this position was associated with absence or greatly 
lessened post operative nausea and vomiting. The use of morphia was discussed and 
advocated. Unlimited water was allowed, and feeding with solid food begun on 
the second day. Opening of the bowels within the first 24 hours cut short pain 
from flatulence, and permitted the patient to settle down sooner than would 
otherwise be the case. The duration of the stay in bed should be as short as was 
consistent with safety to the patient, and it was held that the majority of laparotomy 
cases cculd be allowed to get up much sooner than had hitherto been considered 
either possible or safe. Certain conditions had to be fulfilled before a patient could 
be permitted to rise frem bed, among the most important being the existence of a 
desire on the part of the patient to get up. Some 46 cases of laparotomies for 
various gynacological conditions had been allowed to rise from bed at periods varying 
from the third to the tenth days, and, with one exception, all these cases had 
progressed more quickly than those who had been kept on their backs for longer 
periods. The single exception developed a mild phlebitis on the second day after 
rising. 

Dr. Lioyp Roserts showed a specimen of Cystic Disease of the Breast, removed 
from a woman, of 58 years, whose other breast had also been removed, for cystic 
disease, eight years previously. 





Reports of Societies 


THE OBSTETRICAL SOCIETY OF EDINBURGH. 
Meeting held Wednesday, December 8, 1909. 


After the exhibition of specimens by Dr. Hatc Fercuson and Dr. Forpyce, 
Dr. J. W. BaLLantyNE read a paper on 
Tue RationaL PuERPERIUM. 

He pointed out that Dr. Haultain’s paper on the same subject (7'rans. Edin. Obstet. 
Soc., 1909, xxxiv, 285, and Brit. Med. Journ., 1909, ii, 307) dealt exclusively with one 
event in that period, namely, the early resumption of the erect posture. Many other 
problems were associated with a rational puerperium, but meantime he confined 
himself to this one point. The subject was first broached thirty-five years ago by 
Gocdeli, of Philadelphia, who encouraged his patients to rise and sit in a chair for a 
few minutes on the day following labour, and to dress on the fourth or fifth day. 

In 1880 Garrigues criticized Goodell’s methods, and concluded that the upright 
position should be avoided until the uterus had receded into the pelvic cavity. 
Garrigues, however, advocated that patients should be allowed a certain freedom of 
movement in bed after the first day. 

In 1899 Kistner reviewed the question at the German Society for Gynecology in 
Berlin. He concluded that women, whose labours had been sérictly normal, should 
be allowed to rise on the third or fourth day. Any departure from the norma] in 
labour indicated a longer rest in bed. 

Since then quite a considerable literature has been amassed on the subject, of 
which Dr. Ballantyne gave a considerable bibliography. The general trend of these 
observations was favourable to the new departure. Dr. Ballantyne gave details of 
the methods adopted by various obstetricians. He pointed out that too much weight 
ought not to be laid on these results, as frequently the results of a new method of 
treatment were at first satisfactory, but later were succeeded by unsatisfactory 
results, until ultimately the treatment had to be modified. 

During the recent autumn quarter at the Royal Maternity Hospital of Edinburgh 
Dr. Ballantyne made a practical study of this question. He kept in mind the 
following considerations :—Firstly, prolonged rest for ten or eleven days in the 
dorsal pesition is perhaps unnecessary for healthy puerperal women. Secondly, the 
horizontal position has certain advantages in the early puerperium, and is a safeguard 
against certain accidents. Thirdly, some of the advantages claimed for early rising 
are not entirely due to the erect position—such, for example, as the strengthening 
of the abdominal and pelvic muscles, the improved digestion and appetite, the 
easier regulation of the bowels and escape of lochia. 

For some years previously he had abandoned the use of vaginal douching except 
under special circumstances, and had treated delayed lochia by elevation of the 
head of the bed. 

Dr. Ballantyne referred to the fact that Krénig, von Wild and Gellhorn recom- 
mended exercises to their puerperal patients. He determined therefore to recommend 
his patients to perform systematized exercises in bed. 

The supervision of this “ Liegegymnastik” was left to the nurse in charge. Each 
patient lay flat in bed, covered by a blanket, and followed the directions of the 
supervising nurse, who stood in the centre of the ward. The movements were to 
turn on one side, to draw up the knees, and to roll on to the other side. Arm 
exercises and breathing exercises were then carried out. Each movement was done a 
certain number of times. In most cases the exercises were begun in the second 
twenty-four hours after labour. No patient was forced to perform them: and most 
of them enjoyed them. The result was an improvement in the tone of the 
abdominal muscles. Sixty-nine patients began exercises on the first day after 
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delivery, 18 on the second day, 16 on the third day and 4 on the fourth day. 
The first class were mostly normal cases. In the second class slight abnormalities 
had arisen during labour. In the third class there had been more serious irregularities, 
such as craniotomy, eclampsia, post partum hemorrhage, and induction of labour. 
The fourth class had all been collapsed after labour from accidental hemorrhage and 
other causes. Twenty-one cases were considered unsuitable for having the exercises— 
cases of severe eclampsia, heart disease, influenza, pneumonia and the like. 

As regards early rising, 43 patients rose on the seventh day, 38 on the 8th, 
19 on the 9th, 4 on the 10th, 1 each on the 6th, 11th and 12th day. Dr. Ballantyne 
noticed that this short period of rest in bed with exercises was followed by a more 
rapid return to normal health and strength. The effects of early rising on the 
pulse-rate and blood-pressure he gave in detail—the pulse-rate being quickened and 
the pressure falling. 

Dr. Ballantyne’s conclusions were to the following effect :— 

1. It is permissible to reduce the period of rest in ordinary cases to a slight 
extent—say to 8 or 9 days. 

2. Systematized exercises in the horizontal position carried out up to the day of 
rising help to keep the muscles in tone, prevent ennui, and facilitate a return to 
normal, 

3. This Liegegymnastik may make it safe for a patient to rise on the seventh day. 

4. The consideration of the day of rising cannot be dissociated from a considera- 
tion of the pulse, blood-pressure, temperature, etc. 

5. Neither can the employment of other measures—such as exercises, or the 
administration of certain drugs, be left out of account. 

6. Normal and morbid cases must be clearly distinguished, and the same treatment 
must not meted out to all alike. 

The discussion on this paper was postponed to a subsequent meeting. 

Dr. B. P. Warson and Mr. Henry Wank, F.R.C.S.E., gave a lantern demonstra- 
tion of 

Tue HistoLrocicaL CHANGES ASSOCIATED WITH AN EARLY ABORTION, AND THE 
ANATOMY OF AN Earty Ovum. 
A full report appears in this number of the JourNnat as an original article. 


ROYAL ACADEMY OF MEDICINE IN IRELAND 


SECTION OF OBSTETRICS. 
Meeting held Friday, December 3, 1909, Dr. H. Jectetr (President) in the Chair. 


EXxuIBITs. ‘ 
Dr. Gisson exhibited a specimen of 
Myomatous Uterus with Necrosis of One Large Tumour and Carcinoma of the 
Endometrium. 
The patient from whom the uterus had been removed a few weeks previously was 
over sixty years of age, and twelve years past the menopause. She knew that she 
had the tumour for many years, and had been given to understand that it would 
never do her any harm after the change of life. She had never been pregnant, and 
enjoyed good health up to four weeks before he saw her, when she suffered from a 
severe attack of uterine hemorrhage. She had not had any discharge from the 
menopause to that time. She had no pain, and except that she thought she had been 
getting thinner for the past five or six months, she noticed no change in her general 
health. Examination showed a large myomatous uterus with the cervix unaltered. 
There was no hemorrhage, but when the sound was passed the uterine cavity bled 
freely. He decided to perform panhysterectomy. When the abdomen was opened, as 
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the uterus felt peculiarly soft, it was grasped with a museaux forceps in what seemed 
to be the most solid part. The forceps, however, tore a hole in the surface of the 
uterus, and a large quantity of yellowish creamy fluid escaped. Fearing that the 
uterus would tear, it had been carefully packed off, so that none of this fluid got 
into the peritoneal sac. It proved, however, not to be pus. The removal of the 
uterus was easy, but scattered everywhere over the pelvis he found nodules which 
were deposits of carcinoma. These and the condition of the uterus showed the great 
extent to which the disease had extended without any symptoms. The patient did 
very well. He also exhibited a specimen of 
Carcinoma of the Cervix removed by Wertheim’s Operation. 

The patient was twenty-five years of age; married four years. Four months before 
he saw her she had a perfectly normal labour, and suffered from nothing either 
before or after her babe was born. She had no bleeding until six weeks before he 
saw her, when she described a creamy discharge with streaks of blood. The disease 
in the cervix was advanced, and the specimen showed the very large amount of 
tissue which could be removed with the uterus by this operation. The patient made 
a good recovery, and was the fourth under the age of thirty for whom he performed 
Wertheim’s operation this year. 

Sir Wittram Smyty said it was very difficult to prophesy in myoma. He recalled 
a case in which the patient had had a uterine tumour for thirty years. Six months 
after seeing her it was fixed in the pelvis with malignant disease. 

Professor ALFRED SMITH cited a case in which, after some hesitation as to giving 
advice, he dilated the uterus, and found what he thought to be a tiny ulcer. He 
scraped away sufficient for a microscopic examination. The pathologist pronounced 
it to be malignant disease, rapidly growing, in which the prognosis would be very 
bad. It was, however, a typically ideal case for good results, and he removed the 
uterus, but within nine months the patient was dead. The case brought home to him 
the fact that the useful information given by the pathologist could be extended to 
state whether the tumour was actively growing or not. 

The Prestpent (Dr. JeLLeTT) said the opinion given twenty years ago as to a 
tumour not doing harm might have been perfectly correct then, in view of the risk 
of operation; but now it is possible and right to advise the performance of operation 
on account of the great improvement in their technique. 

Dr. Gisson replied. 


Ovarian Pregnancy. 


Dr. E. Hastincs Tweepy exhibited a specimen of ovarian pregnancy, probably the 
first exhibited in Ireland. A.H., aged twenty-five; married four years; three 
children, last five and a half months ago (June, 1909); one abortion. Menstruated 
September 18, 1909, first and only time since delivery. November 5, acute pain in 
right lower abdomen, from which she almost fainted. Examined at 4 p.m. November 5 
in extern department. Very tender mass, the size of a hen’s egg, to the right of 
retroverted uterus. Left appendages normal. Tumour on right could not be definitely 
localized to cvary or tube. 

Diagnosis. Extra-uterine pregnancy. 

November 13, 1909. In the interval had several attacks of pain. Morning of 
November 13 pain more severe, and associated with slight uterine hemorrhage. On 
admission, tumour increased to twice its former size, otherwise physical examination 
the same. 

Operation November 16, 1909. Ether. Right odphorectomy. Both tubes and 
left ovary microscopically perfectly normal. Blood-clot about three inches in 
diameter completely obscured right ovary. This was clamped and removed, ovarian 
tissue being cut through in removal. 
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The case had fulfilled all the conditions laid down for ovarian pregnancy. He 
thought the specimen was worth public acknowledgment by the Section. 

Dr. Tweepy also exhibited a specimen of 

Elephantiasis of the Vulva (Specific). 
M.B., aged thirty; married fourteen years; last pregnancy ten years ago; three 
dead-born children; one child lived two hours. Wasserman’s reaction for syphilis 
positive. (Reported from Sir A. Wright’s Laboratory.) Has always had a yellowish 
purulent discharge. For ten years has had a tumour of the vulva, which has grown 
slowly but steadily. 

Physical Examination. Hypertrophy of labia minora, measuring about two and a 
half by three and a half inches. Considerable cedema. Induration and cedema 
involved labia majora, and extended down to ischio-rectal fossa on either side. 

Operation—Excision. Interrupted catgut sutures. 

Dr. Row terre said the specimen of ovarian pregnancy showed to the naked eye 
the curpus luteum. A section taken through the corpus luteum and the edges of 
the blood-clot showed a proliferation of the cells of the corpus luteum and the mass 
of blood-clot in which three or four villi were seen. The other specimen consisted 
of lax connective-tissue covered with a thin skin. The laxity was probably due to 
an increase of the lymphatic spaces. 

The Secretary quoted a case reported in the November number of 7he American 
Journal of Obstetrics. On the day the woman expected to be delivered she com- 
plained of pains. These went off, and twelve days later she went into hospital. A 
tumour was found strongly resembling an ovarian cyst. On opening into it a 
foetus was found. This was delivered and resuscitated. The child was full term, 
and free from deformities, and the patient made a complete recovery. 

The PREsIDENT said the case was one in which they must suppose a person capable 
of making a mistake until he could conclusively prove that he had not made one. 
It was not a question of distrusting the powers of diagnosis of Dr. Tweedy and 
Dr. Rowlette, but rather a question as to whether the whole profession would accept 
the power of the Section to express an opinion. He, therefore, urged Dr. Tweedy 
to refer the specimen to a committee. His own opinion was that it was an ovarian 
pregnancy. 

Dr. Tweepy, in reply, said he was quite agreeable that the diagnosis should be 
confirmed. 

Sir Witt1am Smyty proposed that Dr. Tweedy’s specimen be sent to the Reference 
Committee for report. 

Professor ALFRED SMITH seconded, and the motion was passed unanimously. 


Painless Labour. 

Dr, Spencer SuHeriy reflected over the usual suffering of women in labour, and 
quoted three exceptions to the rule he had observed in his own practice—in one of 
them the process was entirely painless. He argued, “if nature sometimes allows of 
childbirth without pain, why should the obstetrician not endeavour to follow 
her good example?” He spoke of the gain to surgery of chloroform and ether, and 
their disadvantages in labour, at any rate in the long first stage. The expectant 
mother of to-day is, according to him, less able or willing than her mother or grand- 
mother to bear bravely the suffering entailed, due largely to the evils of civilization 
and to the present-day pursuits of women. For this reason he had used in his 
practice during the past year the scopolamin-morphin treatment on some nineteen 
cases, and gave his results, which he believed are the first of the kind published in 
Ireland. The many contradictory reports from users of it since Krénig’s first paper 
on the subject are due, he believed, largely to great differences in the quality of the 
drugs used. He quoted the opinion of some who still believe in such a thing as 
“death from labour shock” per se, and stated, if it be true, “painless labour” might 
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be a factor in lessening maternal mortality. It is generally believed that scopolamin 
and hyoscin are exactly similar, and the author quotes various authorities on 
chemistry who support this view—among them Martindale, Binz and even the British 
Pharmacopeia. True, pure hyoscin and scopolamin are chemically similar, but 
exist in three stereoisomeric forms, viz., dextro, levo and racemic modifications. 
The important point is that the “levo” acts the strongest on peripheral nerve 
endings. He believed that some writers use the word scopolamin to denote this 
form, and hyoscin to denote the other weaker forms. The processes of manufacture 
can change the stronger form into the weaker. Messrs. Burroughs and Wellcome 
have assured the author that their “tabloid” hyoscin hydrobromide consists only of 
the pure “levo” form. Scopolamin, he stated, is also a respiratory and circulatory 
stimulant, and so counteracts some undesirable effects of morphia. The doses are 
from */,,, to */,.. grain of scopolamin and 4 to 4 grain of morphin. The scopolamin 
is sometimes repeated, the morphin seldom or never. They are used in the first 
stage when pains are getting stronger, quietness is then insisted upon, and the room 
is darkened. The patient may sleep or get drowsy, but labour proceeds unaffected. 
Loss of memory for the time being is the principal after-effect he had noted. He 
had also seen flushing of the face and quickened pulse. He had not observed 
asphyxia neonatorum, post partum hemorrhage, etc., recorded by others. A case of 
chorea gravidarum was very favourably affected. The author believed the drug 
would be useful in eclampsia in counteracting the depressant action of morphia 
alone, and preventing the morphin from checking uterine contractions. He warned 
them against the use of hard water in making the solution, as alkalies will precipitate 
the alkaloids, and so reduce the dose given. He concluded by stating that 
scopolamin-morphin has many advantages, but doubted if these were not outweighed 
(except in a limited number of cases) by certain disadvantages; and advised more 
extended trial in Ireland by the large maternities. 

Dr. Tweepy said he had observed that if the vagina was tightly plugged labour 
progressed almost painlessly, no doubt owing to pressure on the cervical ganglia. 

Dr. FREELAND said they first commenced to give scopolamin at the Rotunda in 
September, 1908. They now gave '/,,, scopolamin, with 4 morphia, and repeated in 
*/ go grain: doses without the morphia. They had given it in about forty cases. One 
baby was born slightly asphyxiated, but it breathed after a hot bath. The others 
were born perfectly normal. None of the women showed any abnormalities after . 
labour, except one who got out of bed when not watched. He thought the use of 
forceps had been less frequent, and he did not think it prolonged labour. The 
majority of the patients went asleep for an hour or two after injection, and wakeneé 
up with more or less demonstration during a pain and slept between pains. They 
had three absolutely painless deliveries. 

Dr. Soromons said that amongst other cases which he had treated by the 
scopolamin method was one which had occurred a few days previcusly. In that case 
he gave scopolamin hydrobromide gr. '/,,,, and morphia sulphate gr. { when the cs 
was three-quarters dilated. The patient had been very rowdy, but after the injection 
she slept, and was surprised when informed of the birth of the baby. 

The PrestpENT said he had given the drug in one case, and had obtained a 
painless labour. There was some hemorrhage after delivery, and he found it was 
from a laceration about the vagina. This bore out Dr. Sheill’s remark that women 
under scopolamin morphin anesthesia not appreciating the pain were apt to strain 
very hard. 

Dr. Sueixt, in reply, said he thought the plugging of the vagina only substituted 
one pain for another. The cases mentioned showed the disadvantages of the method, 
which required constant medical supervision, 
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REVIEWS OF RECENT BOOKS. 


SYMPTOMS AND THEIR INTERPRETATION. By James Mackenzie, M.D., M.R.C.P. With 
18 illustrations. Pp. 297. London: Messrs. Shaw and Sons. Price 7/6 net. 


Although this work is in no sense a manual of clinical diagnosis, it may be read 
in conjunction with such manuals with the greatest profit. It is a plea for the more 
careful study of the common, and especially of the early symptoms of disease. The 
symptom to which the author mainly directs his attention is pain. The nature and 
distribution of pain and the various reflex phenomena which accompany it are 
minutely considered. Dr. Mackenzie was one of the first to form an accurate concep- 
tion of the nature of referred pain, and his view, based on abundant clinical material, 
that a stimulus passing up an afferent visceral nerve to the spinal cord, extends beyond 
its own nerve cells to neighbouring cells with a resulting sensation of pain referred to 
the peripheral distribution of such cells is now a well-established principle in 
medicine, and has given rise to extensive researches and discoveries on the part of 
other observers. 

The author is further of opinion that all visceral pain is in reality referred 
pain, experienced in portions of the areas of distribution of the cerebro-spinal nerves 
originating in the spinal segments related to the afferent visceral nerves. In the 
case of renal colic the pain would therefore not be felt in the ureter, but would 
be referred to the neighbouring skin and muscles, the testicular pain being due to the 
fact that the testicle receives a twig from the first lumbar segment, the spinal segment 
receiving impressions from the kidney nerves. 

The deep character of the pain, however, is such as to leave some doubt as to 
whether this explanation is wholly satisfactory. In intestinal colic the sensation of 
pain certainly seems much deeper than the abdominal parietes. 

Dr. Mackenzie similarly considers the pain accompanying uterine contractions to 
be a referred one, because it is frequently felt across the back at the level of the top 
of the sacrum and not across the abdomen, and because the pain experienced between 
the umbilicus and pubes is also present when the uterus is within the pelvis, as in 
miscarriage and in after-pains. 

There can be no question as to the reality and severity of referred pain in visceral 
disease, but whether the hypothesis that the pain is entirely referred or not is 
perhaps open to discussion. As Dr. Mackenzie himself says, “the value of a 
working hypothesis is that it affords a guide and a line of observation.” This book 
is a most thoughtful and suggestive work and should be widely read. It is admirably 
printed and bound. 


Annvat Report or Recent ADVANCES IN PHARMACEUTICAL CHEMISTRY AND THERA- 
peutics. Vol. xxii for 1908. Demy 8vo, pp. 394. Price 1s. 6d. Issued by 
E. Merck, Chemical Works, Darmstadt, 1909. 


We have already noticed previous issues of this valuable book of reference, 
which is sent gratis to any medical man on application to the London office of the 
firm, 16 Jewry Street, E.C. That the work is not an advertisement, but an honest 
endeavour to furnish an impartial review of recently introduced therapeutic measures, 
is shown by their being considered quite independent of their source and by the 
reports on them being vouched for by full references to authors and literature. To 
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glance at the list of authors quoted and the journals referred to is sufficient 
guarantee of the care which has been taken to obtain the most recent and authorita- 
tive opinions. 

The first 102 pages are devoted to organo-therapy and organo-therapeutic prepara- 
tions. Among them are references to the use of adrenalin in osteomalacia, of thyroid 
extract in eclampsia and in menstrual derangements, and of ovarian, placental and 
mammary extracts. Then follow some 250 pages on various preparations and drugs 
of which many are specially interesting to those working in gynecology and 
obstetrics, such as stypticin and styptol, scopolamine and other new sedative drugs, 
etc. 

There are very full indexes giving diseases, symptoms and the drugs mentioned 
in cennection with them; also lists of authors and journals used in the preparation 
of this work. In regard to the latter, it is interesting to observe that German 
sources are very largely quoted. Neither this Journal nor the Proceedings of the 
Royal Society of Medicine are in the list, and references to such papers as that of 
Dixon and Taylor on placental extract are given from abstracts in German periodicals 
not from the original. 


A System or Operative Surcery. Edited by F. F. Burghard, M.S. (London), 
F.R.C.S. (England). Vol. iv, 1909. London: Henry Frowde and Hodder 
and Stoughton. Price 36/- net per vol., or set 4 vols. £6 net. 


The subject of gynecological surgery has of late years assumed such an important 
position in works of operative surgery that the task of the authors entrusted with 
the chapters dealing with it has been rendered difficult, as they have required to be 
brief without missing out anything of real importance. Nevertheless they have, 
within a comparatively narrow space, concisely narrated the essentials of this subject. 

Mr. Bland-Sutton is responsible for the chapter on Abdominal Gynecological 
Operations, and his writing is characterized by that attractive style which has at all 
times marked him as one of the most successful of British medical writers. His 
experience as a.general surgeon and as a specialist in pelvic work enables him to 
write with a surgical breadth of view. Mr. Sutton’s decided opinions regarding 
suture material are those of a surgeon who has practised what he so strongly advocates, 
yet we feel constrained to say a word as to catgut. Although the author of the - 
chapter is sceptical as to the sterility of catgut, we have used this material in 
hundreds of abdominal cases and we have never been able to attribute any 
complications which may have arisen, to this material. 

The preparation of catgut by the methods of Claudius and of Scott-Riddell, of 
Aberdeen, is simple to a degree, and its reliability is noteworthy. 

Mr. Sutton, in the presence of purulent conditions in the tubes and in the pelvis 
generally advises “through-and-through” suture of the abdominal wound because of 
the risk of its becoming infected. Might we simply note that suture in layers with 
catgut has ever been the practice of many modern surgeons. We are quite at one 
with him that it is more surgical and distinctly safer to resect portions of bowel 
which are injured during operation rather than trust to closure of the rent. 

Mr. Sutton strongly advocates the removal of the uterus in cases where it is 
necessary to do a bilateral odphorectomy and ovariotomy. 

This is distinctly the trend of modern surgeons. 

Dealing with the question of drainage of the pelvis after the enucleation of 
inflamed tubes, Mr. Sutton states “this is a wise precaution,” and he does so by 
means of long, narrow, rubber tubes passed to the bottom of the pelvis and emerging 
through the lower angle of the wound. We should have thought that vaginal 
drainage by means of split rubber tubes or a large cigarette drain would have been 
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more convenient, and it is certainly the method most generally employed by most 
modern abdominal surgeons. 

Lastly, the danger of “ post-operative” cancer infection is raised and sanely dealt 
with. This is a question which has long exercised the minds of all surgeons, and we 
have, unfortunately, been forced to admit that following some extensive operations 
in cervical cancer, even in its early stages, death has been unduly hastened by rapid 
local recurrence. There seems at present no means of estimating the degree of 
malignancy from the extent of primary lesion. 

In the second chapter devoted to Vaginal Gynecological Operations, Dr. Phillips 
has endeavoured to cover all the ground in a most careful manner without introducing 
any fresh material. 

The various operations are accurately described and well illustrated. 

We should have gladly seen some reference to recent operations for perineal and 
rectal repairs. Pozzi’s operations for cervical stenosis, we would deem worthy of 
notice. 





* 





* * 


We have also received the third volume of this System, but it contains very little 
pertaining to gynecological work. Among other subjects it describes breast opera- 
tions and operations on the bile passages and genito-urinary organs. The operative 
treatment of vesico-vaginal fistula is included in the last-mentioned section and both 
the old method, by paring the edges, and the modern methods of flap-splitting, are 
described and illustrated. The methods of performing ureteral anastomoses and 
implantation into the bladder are also of interest. 


Docror’s Diary aNnD Emercency Nore-Book ror 1910. Scott and Bowne, Ltd., 
10-11, Stonecutter Street, E.C. 


We have received these well-known and highly appreciated diary note-books 
which are distributed so widely by the proprietors of Scott’s Emulsion. Besides the 
actual diary there is a good deal of miscellaneous useful information in both books, 
and it seems to be well selected and kept up-to-date; the nurse’s book contains 
much matter as regards emergencies, preparation for operations and so on which 
ought to be of service to nurses and midwives. We congratulate this enterprising 
firm on these two very useful pocket books. 


A Gutpe to THE Stupy or THE SPECIMENS IN THE SECTIONS oF OBSTETRICS AND 

GyN&coLoGy IN THE Museum or St. BartHotomew’s Hospitat. By Herbert 
Williamson, M.A., M.B., M.R.C.P., Assistant Physician Accoucheur; and 
Reginald Jamison, M.A., M.B., F.R.C.S., Junior Demonstrator of Pathology. 
London: Adlard and Sons. Price 5s. net. 





A museum guide of 294 pages in any branch of medical education will be widely 
welcomed. 

A guide, like the one before us, planned with a due sense of proportion and 
carried out with care and exactitude, is a valuable academic possession : it facilitates 
study and research, and the researcher has often to be an unwearied traveller in 
order to complete his museum illustrations. 

Notwithstanding the rush after special or departmental instruction in a medical 
school, the museum has tended to persist as a general possession. 

A general museum catalogue has left the student as a rule half conscious of tiers 
of shelves supporting “bottles” and “dry bones.” 
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In the department of obstetrics and gynecology at St. Bartholomew’s and at one 
or two other medical schools in London and elsewhere, there are no longer mere 
“bottles” and “dry bones.” 

The excellent guide by Dr. Herbert Williamson and Mr. Reginald Jamison is a 
model worthy of imitation and adoption. One of the effects of the guide will 
undoubtedly be an increased cultivation of museum study; a very essential comple- 
ment of the too brief clinical and systematic courses of instruction at present 
permissible in obstetrics and gynecology. 

Part I., consisting of 109 pages, is devoted to obstetrics: illustrative museum 
specimens have been incorporated with a clear and brief outline of the features of, 
normal and abnormal, pregnancy, labour and the puerperium. Amidst the short and 
intelligible, and the generally accurate and acceptable, statements in the guide, the 
reader may perhaps hesitate on page 19 to enquire if the association, or otherwise, 
of accidental hemorrhage with trauma was justified by the clinical histories of the 
specimens themselves. 

All the chapters are well rendered: those on ectopic gestation and contracted 
pelvis are highly creditable to the ability and industry of the authors. 

Part II. is devoted to gynecology: its 179 pages fully maintain the high 
character of the whole work. 

On page 118 there is no mention of secondary glandular enlargement with 
primary melanotic sarcoma of the vulva: this is a minor omission, and is perhaps 
less entitled to mention than the maintenance of myomata and fibro-myomata amongst 
the solid innocent ovarian tumours in the classification of ovarian new growths 
on page 227. 

Ovarian teratomata are particularly well described and illustrated. 

The retention of the classification of pelvic inflammation into para- and peri- 
metritis has some advantages: at St. Bartholomew’s it keeps alive in memory the 
lucidity and force of a revered leader and teacher, the late Dr. Matthews Duncan, 
who always adhered to the terms, and to no one would he have been second in his 
appreciation of the sound lead made by the authors in presenting a guide to the 
department of obstetrics and gynecology. 


Travaux p’OssTétrique. Par Samuel Gache, Professeur agrégé & la faculté de 
Médecine de Buenos Aires. 417 pp.+3 illustrations. G. Steinthal, Paris, 1909. 


This volume consists of a collection of papers by the late Professor at Buenos 
Ayres, which have been brought together by his pupil, C. Sobre-Cases. Some have 
previously appeared in medical periodicals, but many are now published for the first 
time. 

The longest and most important paper is entitled “La Fécondité de la Femme.” 
It consists of facts and statistics from 66 countries giving the age of onset of 
menstruation and the menopause, average number of children, twins and triplets, 
average height, frequency of dystocia and many other details. The statistics are 
very full, and should be of great value for reference. 

Among other subjects of interest are included Labour in Young Primipare, Rickets 
in America, Induction and Acceleration of Labour, Bossi’s Dilator (which is spoken 
of in enthusiastic terms), Rupture of the Uterus, Placenta Previa, Cesarean Section, 
Pregnancy Complicated by Tumour, and Chorion-epithelioma. 

Each paper starts with an excellent historical review of the subject, and the 
number of writers quoted is large. One could wish that the exact reference to where 
the quotation is obtained was more often given. Good features of the book are the 

‘ 
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clear way in which each subject is classified and subdivided and the addition of a 
tabulated list of conclusions and deductions at the end of many articles. 

Abstracts of the more important papers will appear in the Review of Current 
Literature. 


Minor Gynacotocy. By L. Zacuary Copz, B.A., M.D., B.D. (Lond.), Surgical 
Registrar, London Temperance Hospital, etc. London: John Lane, The Bodley 
Head. New York: John Lane Company. Price 5/- net. 

“Minor Gynecology,” which has been brought out in the Practitioner’s Hand 
Book Series, will prove useful to those who do not already possess a small book on 
the subject. 

“How to make a gynecological examination” is well dealt with, but we should 
like to have seen more care taken in the detail as regards the method of making a 
recto-abdomino-vaginal examination. 

Many pessaries are described, but no special instrument is recommended, and the 
practitioner who wishes to know which to use is left in much the same place as he 
started. 

Dr. Cope demonstrates well some very important points. His advice not to give 
morphia in dysmenorrhea, to diagnose carefully hemorrhages at the menopause, and 
two paragraphs on the causes of uterine displacements, especially appeal to us. There 
is also an excellent chapter on the diagnosis of abdominal and pelvic tumours. 

There are a great number of illustrations, most of which are of instruments in 
common use. Some of the figures are rather misleading. Fig. 1, which is that of a 
bimanual examination, fig. 27, which is meant to represent a cervical fibroid and 
might be anything, and a picture of a double pyosalpinx which might easily represent 
a pair of sea lions, all require alteration. 

The volume is full of interesting information throughout and deals well but 
briefly with most gynecological points that the ordinary medical man will meet. No 
pretence is made of producing anything new in the book which should please the 
student who wishes to learn the whole of gynecology in the briefest possible time. 


CORRECTION. 


In the Review of Dr. Jardine’s Text-Book of Midwifery for Nurses, the following 
misquotation occurred :—“ A tear of the perineum should only be stitched if torn 
more than half-way back.” The sentence in Dr. Jardine’s book reads: “A slight 
tear does not require stitching, but if it is torn more than half-way back it should 
always be stitched.” The reviewer has expressed his regret for the error.—[{Ed.] 





